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Important New Butterworth Books 


KINNIER WILSON’S NEUROLOGY (Second Edition) 

Edited by A.LNINIAN BRUCE, F.R.C.P.(Edin.), D.Sc.(Edin.), M.D., F.R.S. 
(Edin.), LT.-COL. R.A.M.C., Consulting Physician, Bangour Mental Hos- 
pital and St. Andrew’s Hospital, Hawick, with Foreword and New Chapter 
on Aphasia, Apraxia and Agnosia by SIR RUSSELL BRAIN, Bart., D.M. 
(Oxon.), F.R.C.P., President, Royal College of Physicians of London. 

In three volumes. Fully illustrated. £10 10s. net per set. 
“It is both a clearly written and comprehensive account of the modern practice of neu- 
rology and a detailed and valuable work of reference. The important contributions which 
Kinnier Wilson made to neurology generally and the added prestige which he thereby gave 
to British Neurology, make this a memorable contribution, and the editor is to be con- 
gratulated on the success he has achieved. . . . It should be a popular work of reference 
with consultants, practitioners and all who are interested in the diseases of the nervous 
system.” British Journal of Surgery. 


BRITISH PRACTICE IN RADIOTHERAPY 


Under the General Editorship of SIR ERNEST ROCK CARLING, LL.D., 
F.R.C.S., F.R.C.P., F.F.R., Consulting Surgeon, Westminster Hospital; B. W. 
WINDEYER, M.B., B.S., D.Sc., F.R.C.S., F.R.A.C.S., F.F.R., Professor of 
Radiology, University of London; and D. W. SMITHERS, M.D., F.R.C.P., 
F.F.R., Professor of Radiotherapy, University of London. 

“ This is a book which demands the careful study of all those who are engaged in the 
treatment of malignant disease or have to advise on its treatment. It supplies a record of 
achievement of which our country may be well proud and it points the way to further ad- 
vance. We congratulate the editors on a volume which every medical man may read with 
advantage and which every expert will study with enthusiasm.” British Medical Journal. 


Pp. xii +516+Index. 142 illustrations. 85s. net. 





MODERN TRENDS IN OBSTETRICS AND 

GYNAECOLOGY (Second Series) 

Edited by KENNETH BOWES, M.D., M.S.(Lond.), M.B., Ch.B. (Liverpool) 
F.R.C.S., F.R.C.0.G., Obstetric Physician, St. Thomas’s Hospital. 


This new volume may be regarded as a cumgiomeneesy work to the First Series, for a new 
range is covered by a virtually fresh team of contributors and the whole book reflects the 
main trends of today's advances. 


Pp. xv +394+Index. 176 illustrations. 60s. net. 


POSTGRADUATE OBSTETRICS AND GYNAECOLOGY 
(Second Edition) 

By F. J. BROWNE, M.D.(Aberd.), D.Sc., F.R.C.S.(Edin.), F.R.C.O.G., 
Emeritus Professor of Obstetrics and Gynaecology, University of London, 
and J.C. McCLURE BROWNE, B.Sc., M.B., B.S.(London), F.R.C.S.(Edin.), 
F.R.C.O.G., Professor of Obstetrics and Gynaecology, University of London, 
in the Institute of Obstetrics and Gynaecology. 

“ The practitioner will find an answer to all his questions in this book. We can thoroughly 


recommend it.” The Medical Press. 
Pp. viii +688 +Index. 142 illustrations. 70s. 
Illustrated Catalogue on application 


Butterworths . 88 Kingsway . London, W.C.2 
Showroom: 11-12 Bell Yard, Temple Bar, W.C.2 

















ANNOUNCEMENTS VII 














McGRAW-HILL 


BLAKISTON DIVISION 





Invitation 
You are cordially invited to visit exhibitions of the complete 


range of Blakiston books which the following Booksellers will 


be presenting throughout the country during February 


LONDON Bailliere, Tindall & Cox Ltd Henrietta Street, WC2 
Books & Careers Oxford Street, W/ 
W & G Foyle Ltd Charing Cross Road, WC2 
H.H.G. Grattan Borough High Street, SE! 
H. K. Lewis & Co Ltd Gower Street, WC! 
Lloyd-Luke (Medical Books) Ltd Newman Street, W/ 
Modern Book Company Praed Street, W2 


WEST William George's Sons Ltd Park Street, Bristol | 
The Principality Educational Depot Co Ltd YMCA Buildings, Cardiff 
A. R. Way Ltd Craddock Street, Swansea 


MIDLANDS B. H. Blackwell Ltd Broad Street, Oxford 
W. Heffer & Sons Ltd Petty Cury, Cambridge 
E. F. Hudson Ltd New Street, Birmingham 2 
H. A. Richardson Ltd High Street, St. Albans 
Sisson & Parker Ltd Wheeler Gate, Nottingham 


NORTH Austick’s Bookshop Gt George Street, Leeds | 
Cairns Brothers Teviot Place, Edinburgh 
Donald Ferrier Teviot Place, Edinburgh 
Haigh & Hochland Oxford Road, Manchester | 3 
W. Hartley Seed West Street, Sheffield 
A. E. Parry & Company Brownlow Hill, Liverpool 3 
Philip, Son & Nephew Ltd Whitechapel, Liverpool | 
Sherratt & Hughes Cross Street, Manchester 
John Smith & Son (Glasgow) Ltd Gibson Street, Glasgow W2 
A.B. Ward Leavygreave, Sheffield 3 
R. Waugh Ltd Ridley Place, Newcastle upon Tyne 


THE BLAKISTON DIVISION 


McGraw-Hill Publishing Company Ltd 
McGraw Hill House London EC4 
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Ready in April 


NEUROLOGICAL NURSING 
JOHN MARSHALL 


Each year a large number of nurses are required to study the special problems they will meet with 
in caring for neurological patients. At present they suffer from the lack of a suitable textbook. Dr 


Marshall has wide experience of teaching nurses and knowledge of their particular requirements, 
and this book will prove an invaluable source of guidance to them both in their studies and in their 


practical work 


About 180 pages IMustrated About 18s. 


NEUROGLIA 
Morphology and Function 
PAUL GLEES 


; most timely it is short and beautifully illustrated, so that those with an eclectic interest 
will have pleasure in its reading. The expert will find an inclusive bibliography and a critical survey 
Dr. Glees writes well and succinctly, and his present review can be warmly recommended.” 
British Medical Journal 

1955 124 pages 45 illustrations 25s. 


THE VISUAL FIELDS 
BRODIE HUGHES 


“As a small textbook dealing with the changes in the visual fields in neurological diseases the book is 
good, and is indeed unique The presentation of the subject is unusually clear, and the elaborate 
and complicated quantitative fields are so well drawn to a uniform plan as to form an example in 
clarity which others would do well to follow. To the neurologist and the ophthalmologist the book 
will be of unusual value." —British Journal of Ophthalmology 

1955 184 pages 158 illustrations 35s. 


BLACKWELL SCIENTIFIC PUBLICATIONS — OXFORD 


Recent publications 

















THE EXTRA PHARMACOPECEIA 


(MARTINDALE) 
Volume I 23rd edition 
Completely revised and re-written edition (1952) containing details of the latest 
development in medicine and allied sciences; it forms the most complete guide to 
“ethical” proprietaries and to preparations included in foreign pharmacopceias. 
Details are provided on the toxicity of chemicals and drugs, on reports of cases of 
poisoning, and on treatment of overdosage. 


pp. XX +-1352 Price 55s. (postage Is. 6d.) 
THE EXTRA PHARMACOPEIA 
(MARTINDALE) 
Volume II 23rd edition 


The following examples of chapter headings show the wide scope of the book: 
Analytical addenda to standards and assay processes of substances in Vol. |; polaro- 
graphic, microchemical, chromatographic, fluorimetric, food and water analysis; 
analytical absorption spectophotometry; hydrogen ion concentration, oxidation- 
reduction potentials; indicators; ion-exchange resins; structure-action relationships; 
bacteriological and clinical notes; clinical biochemistry; proprietary medicines. 
Published October, 1955. 
pp. XX XI-+- 1501 Price 57s. 6d. (postage Is. 6d.) 


THE PHARMACEUTICAL PRESS 
17, Bloomsbury Square, London, W.C.1 
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ELECTRICAL ACTIVITY OF THE 
NERVOUS SYSTEM 


By MARY A. B. BRAZIER, B.Sc., Ph.D. (Lond.) Gives a wide survey of the 
electrical activity of the nervous system, and an extensive bibliography is 
most valuable for further reference 25s. net. 


Brazier 


TEXTBOOK OF THE NERVOUS SYSTEM 


By H. CHANDLER ELLIOTT, M.A., Ph.D. An accepted work which gives 
a thorough foundation in clinical neurology. Its two parts give first, a brief 
survey of the nervous system and second, detailed information, illustrations 
and discussions 72s. net. 


A PSYCHOSOMATIC APPROACH TO 
MEDICINE 


By DESMOND O'NEILL, M.D., M.R.C.P., D.P.M The book can be recon 
mended as general reading for senior medical students and any clinical 
practitioner.’ British Medical Journal 25s. net. 


Elliott 


O’ Neill 


Stieglitz GERIATRIC MEDICINE 
By E. j. STIEGLITZ, M.D., F.A.C.P. & 47 Contributors this third edition 
of GERIATRIC MEDICINE must be commended as the leading textbook on 
this subject in the world today." The Medical Press 90s. net. 


PITMAN MEDICAL PUBLISHING CO. LTD. 
45 New Oxford Street, London, W.C./ 


VOVEETTUTVOATA AEST UATE 








OXFORD MEDICAL PUBLICATIONS 


PERSONALITY CHANGES FOLLOWING 
FRONTAL LEUCOTOMY 


A Clinical and Experimental Study of the Functions of the Frontal 
Lobes in Man 
By P. MACDONALD TOW, PH.D., M.B., B.S., M.R.C.S. 


With a Foreword by 
SIR RUSSELL BRAIN, Brt., D.M., P.R.C.P. 


* The value of this book lies particularly in its attempt at personal assessment of all 
cases by quantitative methods where possible. For. the clinician its usefulness is 
increased by the follow-up of cases for several years after operation.” 

JOURNAL OF NEUROLOGY, NEUROSURGERY AND PSYCHIATRY 


278 pages 27 illustrations 35s. net 


OXFORD UNIVERSITY PRESS 
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kjUST PUBLISHED 
Modern Treatment 


Yearbook 1956 
Edited by 
SIR CECIL WAKELEY, Bart, 


K.B.E., C.B., LL.D., M.Ch., D.Sc., F.R.C.S., 
F.R.S.E., F.R.S.A., F.A.C.S., F.R.A.C.S 

Now in its 23rd year, this famous work 
provides once more an ‘annual refresher 
course’ given by some of the most 
authoritative surgeons and physicians in 
the country. “‘ ‘ The hardiest skimmer’, 
wrote THE LANCET, is soon deep in 
the very article, up to date and clear, 
that he has long been looking for.” 

37 separate articles, 23 plates and many 
line drawings. 25s net, postage |s 6d 


. . 

Clinical Neurosurgery 

THE PROCEEDINGS OF THE CONGRESS OF 
NEUROLOGICAL SURGEONS, N.Y. 1954. 
Includes chapters on _ Intracranial 
Astocytomas ; Accoustic Neuroma ; 
the Surgical Treatment of Spasmodic 
Torticollis ; Meniére’s Syndrome ; 
Trigeminal Tractotomy ; Symposia on 
Cervical Trauma and on the Medico- 
legal Aspects of Head Injury with 54 
illustrations. 196 pages 54s, postage |s3d. 
PRPPPPPPPPPPPPPPPPPP 


A Handbook of 
Medical Hypnosis 


GORDON AMBROSE, ..om:s.s.a. 
and GEORGE NEWBOLD, 


L.M.S.S.A., M.B., B.S., M.R.C.S., M.M.S.A., 
D.obst., R.C.0.G. D.C.H 


A balanced and objective view of the 
place of hypnotherapy in contemporary 
medical practice. Chapters on hypnosis 
in General Medicine, in the neuroses, in 
surgery, in paediatrics, in gynaecology, 
in obstetrics, in dermatology are in- 
cluded. xiv-+256pp. 21s net, postage \s. 
PBPPPPPPPPPPPPPPPPP 


BAILLIERE TINDALL & COX 
7-8 Henrietta St., London, W.C.2 











~| ELECTROMYOGRAPHY 


For the last seven years 

we have specialised in the 
construction of electromyographic 
equipment and our instruments 
have now achieved world 

wide sales. 


The Stanco Electromyograph 

is available in unit construction 
form to accommodate the 

diverse needs of clinical and 
research electromyography and 
may be provided with one, 

two or more channels, 

Camera, Magnetic Memory etc., 
if so desired. 


Enqutries are welcomed and will 
be dealt with promptly. 


SAESFY 


ZS ZZ 


SHC 


STANLEY COX LIMITED 


Electro-Medical and 
Physiotherapy Equipment 


11 Gerrard Street, LONDON, W.1. 


Branches 


D6 Victoria Building, 32 Deansgate, 
MANCHESTER 3. 
23 Broad Street, BATH, Somerset. 


Scottish Representative 


H. A. West Ltd. 
41 Watson Crescent, EDINBURGH 11. 
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WHEN 
YOU WANT 
A BOOK 


ask us about it... 


WHEN 
YOU WANT IT 
QUICKLY 


ask us tosend it... 





LLOYD-LUKE (MEDICAL BOOKS) LTD. 
49 NEWMAN STREET, W.| 


EX Officially recognised by the World 
Health Organisation and included in its 
publication “ World Medical Periodicals.”’ 


The 


BRITISH 
JOURNAL 


MEDICAL 
HYPNOTISM 


official organ of the 
British Society of Medical Hypnotists 


INFORMATIVE ARTICLES 
BY WORLD AUTHORITIES 


PUBLISHED QUARTERLY 
Subscription £1.1.0. p.a. post free 





Dr. S. J. Van Pele 


Editor : 


Orders to:— 
4 VICTORIA TERRACE, HOVE, SUSSEX 


| “ This is a really useful pamphlet 


XI 











=——NEW BOOKS 


Recent Publications 


Superannuation for the 
General Medical 


Practitioner 
Hugh D. Barry, Barrister-at-Law. 


“We welcome this little book which tells in simple 
terms all one needs to know about contributions, age 
limits and the benefits one may expect to receive 
Its value is enhanced by the large number of examples 
given which ought, between them, to cover every single 
case "The Medical Press 


28 pages 2s. 6d. net. 


Blood Transfusion: 


A Guide to the Practice of Transfusion 
within Hospitals 


George Discombe, M.D., B.Sc. 
It should be in 


| the hands of al! senior students and nurses . Dr 


| 


Discombe has an easy. clear and lucid style and he has 
covered a difficult subject in a most able manner.” 
The Medical Press 


66 pages. 6s. net. 


Hypnosis in Asthma 
A. P M.D 


“ Serves the valuable purpose of describing a ‘ proven 
weapon in the battle against asthma,’ a condition that is 
often remarkably resistant to routine treatment and 
more often fatal than many physicians concede . a 
Medicine Illustrated 


96 pages. 


Magonet, 


7s. 6d. net. 


Modern Actinotherapy 


Raymond H. Beckett, B.A 


An up-to-date review of the literature concerning the 
therapeutic use of ultra-violet and infra-red radiation. 


17? pages Illustrated 17s. 6d. net 


Wm. Heinemann Medical Books Ltd. 


99, Great Russell Street, W.C.I. 
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New and Vital Books 
New (Second) Edition CHILD HEALTH AND DEVELOPMENT Now Ready 
By Various Authors 
8! Illustrations Edited by RICHARD Ww B. ELLIS, O.B.E., M.A., M.D., F.R.C.P 42s. 
A New Book Now Available A New Book Ready March 
THE CLINICAL APPROACH IN MEDICAL THE PRACTICE OF MEDICINE 
PRACTICE Edited by Jj. S. RICHARDSON, M.V.O., M.D., 
By G. E. BEAUMONT, MA. D.M., F.R.CP., F.R.C.P. 86 Illustrations. About 40s. 
D.P.H. 74 Illustrations 45s. 
New (Eleventh) Edition Just Ready 


New (Eighth) Edition Ready This Month 


A HANDBOOK OF OPHTHALMOLOGY 
By HUMPHREY NEAME, F.R.C.S., and F 
WILLIAMSON-NOBLE, F.R.C.S 
13 Plates containing 46 Coloured Illustrations and 
155 Text-figures \° 


A New Book 
90 Illustrations 





PROGRESS IN 5 ar OBSTETRICS AND sty gual 
By T. L. T. LEWIS, M.B., 


TAYLOR S PRINCIPLES AND PRACTICE OF 
MEDICAL JURISPRUDENCE 
Edited by Sir SYDNEY SMITH, C.B.E.. M.D., 
F.R.C.P., LL.D., F.R.S.(Ed.), and KEITH SIMPSON. 
M.D.(Path.) Lond 


Vol. |. 61! Ilustrations. 70s. Vol. I! In preparation 


Ready This Month 
F.R.C.S., About 50s. 





DISEASES OF INFANCY AND CHILDHOOD 
By WILFRID SHELDON, C.V.O., M.D., F.R.C.P 
Seventh Edition. 18 Plates (5 in Colour) and 213 
Text-figures 50s. 


CLINICAL ENDOCRINOLOGY 
By LAURENCE MARTIN, M.D., F.R.C.P., and 
MARTIN HYNES, M.D., M.R.C.P 
Second Edition. 39 Illustrations 20s. 


THE HAMOLYTIC ANAMIAS 
Congenital and Acquired 
By }. V. DACIE, M.D., M.R.C.P 
96 Illustrations 50s. 





THE ESSENTIALS OF MATERIA MEDICA, 
PHARMACOLOGY AND THERAPEUTICS 
By R. H. MICKS, M.D., F.R.C.P.1 
Sixth Edition 24s. 


COMMON DISEASES OF THE EAR, NOSE 
AND THROAT 

By PHILIP READING, M.S., F.R.C.S 

Second Edition. 2 Coloured Plates and 38 Text- 

figures. 22s. 6d. 
HIGH BLOOD PRESSURE 


By G. W. PICKERING, M.D.(Ghent), F.R.C.P. 
106 Illustrations (5 in Colour) 65s. 


GLOUCESTER PLACE, LONDON, W.! 





J. & A. CHURCHILL LTD., 104 








for prevention and for cure 
modern science are combined. 














HEALTH CURES 
In the spas of Germany empirical and 
Balneotherapy, thalassotherapy, Kneipp 
cures and climatotherapy are part of the 


DOCTOR'S PLAN OF TREATMENT 


Information about German spas and balneological 
literature can be obtained free of charge from: 
German Tourist Information Bureau, 6, Vigo Street, 
Regent Street, London W.I, and from Deutscher 
Baderverband E.V., Lotharstr. 19, Bonn. 


IN GERMANY 
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A NEW DRUG 


DISEPAL 


B.S TEL 





FOR THE TREATMENT OF 
PARKINSON’S SYNDROME 


3-Dimethylaminoethyl-2-methylbenzhydrylether 
hydrochloride.* 


NOW AVAILABLE TO THE MEDICAL 
PROFESSION 


Clinical trials carried out in Great Britain and throughout Europe have 
established Disipal as a very effective treatment of Parkinson’s Syndrome. 
The drug has a low toxicity. 


@ B.M.J., 1955, 2, 352. @ Ned. Tijdschr. v. Geneesk., 1955, 99, 1103. 
@ Arzneim. Forsch., 1955, 5, 72-73. @ Geneesk. Gids., 1955, 33, 302. 


Packings :; Bottles of 100 and 250 tablets 50 mg 
May be prescribed on Form E.C.\0. 


Made under licence from: 


N. V. Koninklijke Pharmaceutische Fabrieken v/h Brocades-Stheeman 
and Pharmacia, Amsterdam 


by: 
CAMDEN CHEMICAL COMPANY LTD. 
61 Gray’s Inn Road London, W.C.1. 


Sole Agents for the United Kingdom, from whom literature and 
samples may be obtained on request. 


* U.K. Patent Nos. 722009, 585994 and 607258 Other patents pending 
Disipal is distributed in Eire by Messrs. Dominick A. Dolan, 38 Bolton Street, Dublin 
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PENICILLIN 
INHALATION 
SET 














for Nasal and 
Oral Inhalation 





EACH SET CONTAINS ONE INSUFFLA- 
TOR AND TWO VIALS, EACH CON- 
DGesigned and Patented TAINING THREE CAPSULES 100,000 | 





by Tae Aemeurtahere- UNITS CRYSTALLINE PENICILLIN 
tories British Patent POTASSIUM SALT 
No. 66834! 





Telephone 
THE ARMOUR LABORATORIES | a amppen park 740 


(Armour & Company Ltd.) Telecrems 
‘ARMOLAB’ 
HAMPDEN PARK, EASTBOURNE, SUSSEX EASTBOURNE 
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* co-relates back and abdominal support 
* allows complete freedom of action 


* protects scar following upper abdominal surgery 


individually designed, cut, and made for each patient, this Support provides pelvic control, abdominal 
uplift, freedom for muscular action. Thus, at work, or play, or during convalescence, the Spencerfiex 
favourably influences better posture and body mechanics 

Safe because it is made in non-elastic material that will not yield or slip under strain. Comfortable 
because it is individually designed according to the prescribed needs of each patient 

The extra width at back gives exceptional back support. ct is light, flexible—with no pressure on prominent 
part of hip bones. 

The photograph at extreme right illustrates a Spencerflex designed as adjunct to treatment following 
upper abdominal surgery. Especially helpful in early ambulation and where drainage has been maintained 
for a considerable period. Completely covers and protects the scar without ‘* digging in "* at lower ribs 
Relieves fatigue and strain—even that caused by deep breathing and coughing—on tissues and muscles 
of the wound area. We know of no other abdominal support for men which provides these benefits. 


For further information write te; 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 
Surgical and Orthopaedic Supports 


Spencer House Banbury Oxfordshire 
Tel. 2265 


Branches 


LONDON: 2, South Audley Street, W.1. Tel. GROsvenor 4292 
MANCHESTER: 38a, King Street, 2. Tel. BLAckfriars 9075 
LIVERPOOL: 79, Church Street, 1. Tel. ROYal 4021 
LEEDS: Victoria Buildings, Park Cross Street, 1. Tel. Leeds 3-3082 
(opposite Town Hall Steps). 
BRISTOL: 44a, Queens Road, 8. Tel. Bristol 24801 
GLASGOW : 86, St. Vincent Street, C.2. Tel. CENtral 3232 
EDINBURGH: 3a, George Street, 2 Tel. CALedonan 6162 


Trained Spencer Retoiler-Fitters resident throughout the Kingdom. Name and address of nearest Fitter 
supplied on request 
Copyright. 
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‘IODEX’ 


“for the relief of pain and swelling 





_ 
/ 


Menley & James, Limited, Coldharbour Lane, 
Tel: BRixton 785! 
*‘lodex’ is a registered trade mark 






os © 
London, S.E.5 


xP35 | | 
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a three-fold 


calming 


influence... 


RELIEVES SPASM 
RELAXES NERVOUS TENSION 
LIQUEFIES STARCH MASS 


BARDASE,* combining the 
antispasmodic, sedative and 
amylolytic properties of belladonna 
alkaloids, phenobarbitone and Taka-Diastase, presents a comprehensive 
therapeutic approach to the problem of visceral spasm. It has proved of 
great value in the relief and management of gastro-intestinal disturbances, 
particularly peptic ulcer and the irritable colon syndrome. BARDASE may also be 


prescribed as a useful adjunct to other treatment in cases of ulcerative colitis. 


*Trade Mari 


Bardase 


SPASMOLYTIC SEDATIVE DIGESTIVE Atop. 
Yellow sugar-coated tablets supplied in bottles of 50 and 500 
Bardase Liquid is available in bottles containing 4 and 16 fluid ounces 
ie ‘ 
. 
. IP): PARKE, DAVIS & COMPANY LTD. (inc. USA) HOUNSLOW, MIDDLESEX HOUNSLOW 236! 


bee® 
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\ RIKER 


RAUWILOID 


“This was by far the most effective and useful orally 
administered agent for reducing blood-pressure which we have 
yet used. In our opinion this substance is fully worthy of a 
trial in every case of essential hypertension in which treatment 
is thought to be necessary. The severe cases, which always 
need treatment, are as likely to respond as the mild ’”’. 
British Medical Journal (1955) 1 : 809 


*Rauwiloid’ is a selected fraction of the alkaloid hydro- 
chlorides of Rauwolfia serpentina, and combines the 
hypotensive activity of reserpine and rescinnamine with that 
of the other desirable alkaloids of the crude drug. 
*‘Rauwiloid’ should be regarded as the basic treatment for 
all grades of hypertension. 

If sufficient lowering of blood-pressure is not apparent 
after 2/3 weeks use, ‘Rauwiloid + Veriloid’ and *‘ Rauwiloid’ + 
Hexamethonium, tried in that order, are suggested as suitable 
agents. In each case ‘Rauwiloid’ reduces the side-effects 
of the potent antihypertensive, and in both combinations 
dosage is regulated solely by the patient’s requirements for 
the more potent agent. 


Dosage of * Rauwiloid’ is simple —two tablets at night are 

usually sufficient, and this dosage can be reduced to one for 
maintenance therapy. 

The daily cost to the National Health Service on 

full dosage is 5d. 








* RAUWILOID’ and‘ VERILOID’ are Regisiered Trade Marks 


Reed. wers: RIKER LABORATORIES LIMITED 


LOUGHBOROUGH + LEICS 








ANNOUNCEMENTS 














INTERNATIONAL STANDARD 
FOR HYALURONIDASE 


An international standard for preparations of hyaluronidase has 
been established (World Health Organisation, Geneva, October 1955) 


Hyalase—the first British preparation of hyaluronidase 

was developed by Benger Laboratories and, in the 
absence of international agreement, a ‘*‘Benger’”’ unit 
was adopted and became widely accepted. 


The strength of Benger ‘Hyalase’ ampoules remains unchanged 
(1000 Benger units) but will in future be decribed in terms of the 


new international unit. 


Each ampoule of Hyalase contains 1500 international units. 


HYALASE 


Hyaluronidase 
Hyalase ampoules (1500 international units) 


are aVailable in boxes of 5, 20 and 100 


APRODUCT OF | BENGER p nessance 


BENGER LABORATORIES LIMITED - HOLMES CHAPEI CHESHIRE - ENGLAND 


| 
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THIS CHILD is suffering from acute encourages resolution. It is quickly 
otitis media. The parents are anxious. and easily administered. Instruc- 
Inflammation and pain must be re- tion leaflets for the guidance of 
lieved and infection controlled. patients can be supplied to pre- 


‘ribers 
A CLEAR CASE FOR AURALGICIN. scribers. 


Auralgicin—widely known, trusted FULLY DESCRIPTIVE literature is 
and prescribed alleviates pain, » available and a Technical Infor- 
| 


reduces the incidence of compli- mation Service is always at your 


cations, promotes drainage and | disposal. 
| 


\ 


A clear case for AU RALGICIN 








NGER } 
HOLMES CHAPEL - CHESHIRE 


BENGI LABORATORIES LIMITED - 


A.3. 

















” Ss F 
Kutt 
new compound containing 
nora calcium citrate with tricalcium citrate 
pregnancy | | | H 
9 ron pius caicium 
it OW motecwle 
® a white uncoated tasteless tablet 
® no gastrointestinal disturbances 
Outstanding therapeutic response 
LITERATURE ON REQUEST 
adolescence 
Ortho Pharmaceutical Limited - High Wycombe - England 
menorrhagia 
bold 
anaemia infancy lactation 
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for the harassed patient 





Available for prescription in containers of 30 capsules 


Each STRENGTH NO. : capsule contains : Each STRENGTH NO. : capsule contains : 
10mg. ‘Dexedrine’ (dextro-amphetamine sulphate) 15mg. ‘Dexedrine’ (dextro-amphetamine sulphate 


65mg. (gr. 1) amylobarbitone gr. 1}) amylobarbitone 


97mg. 
Samples and hterature on request 


AN SMITH KLINE & FRENCH INTERNATIONAL CO. 


represented by Menley & James, Limited, Coldharbour Lane, London, S.E.5 


ramyl* d ‘Sp re registered trade marks 


SUDLPIIS 
f 


_ 
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For True Buffer Action... 
in HYPERACIDITY 
and PEPTIC ULCER 
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Prodexin has all the attributes of a true buffer, PACKAGES 
and more besides Cartons of 30 individually wrapped 


tablets 
it keeps gastric acidity down to an equable Dispensing packs of 240 tablets 
level (pH 3-5 to 4-5) 
it does not alkalise the stomach contents, so 
that acid rebound cannot occur. 
its effect is consistent and prolonged. 
it does not vary in potency. 
it is pleasant and safe to take and is free from 
grittiness. 
FORMULA 


Aluminium glycinate F 0-9 gm 
Magnesium carbonate 5. ie Oh 0-1 gm > 
=i 
Reference: Practitioner, 173: 46, 1954. — 
\ 
Ss 





<. Lt. BENCARD LTD., PARK ROYAL, LONDON, N.W.10 
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PAINES & BYRNE LTD., 
PABYRN LABORATORIES, 
GREENFORD, MIDOX. 
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This filing box, designed for the 
consulting room desk, containsan 
indexed supply of diet cards for 
16 different conditions. The cards 
are planned to include specimen 
daily menus which facilitate the 
patient’s co-operation and save 
the doctor's time. This is one of 
the services offered free of charge 
to the medical profession by the 
Energen Dietary Service. 

In special cases, clinical 
considerations often necessitate 
the preparation of a diet which 
takes into account the individual 
requirements of the patient. On receipt of appropriate 
information from the practitioner, such diets can be 
specially constructed and sent through the post; or a 
consultation can be arranged with a senior dietitian. 





The Energen Dietary Service is staffed by fully qualified 
dietitians, under close medical supervision. It offers 
independent information and assistance to the medical 
profession in all dietary and nutritional matters. 

Requests for the Diet Card Filing Box, 


or other inquiries should be addressed to 
THE MANAGER, ENERGEN DIETARY SERVICE, 


25A, BRYANSTON SQUARE, LONDON, W.!. 
TELEPHONE : AMBASSADOR 9332 


AVAILABLE ONLY IN THE UNITED KINGDOM 
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Is it going to hurt ? 


There are many wounds of all types which require dressing in such a way that the 
delicate epithelium receives the minimum of trauma. Most burns and many of the 
lesser accidents to which children are subject come into this category. In such cases, 
consider the advantages of Jelonet paraffin gauze dressing. This non-adherent dress- 
ing, a Smith & Nephew product, comes to you sterilized for immediate use in your 
surgery. It need exert no more pressure over the damaged part than is absolutely 
necessary; dressing trauma is prevented, and healing can continue undisturbed. 

Jelonet dressings are supplied in tins and in separately-packed single pieces, in 
sealed envelopes, for use in the patient’s home. 


JELONET 


PARAFFIN GAUZE DRESSING B.P.C 
is a dressing for all wounds—stcrile and ready for immediate use 


Jelonet may be prescribed on Form E.C.1o in the following 
sizes :— individual pieces in separate envelopes, in cartons of 12, 
and in tins containing 5, 10, and 36 pieces. Each piece 3}” x 3} 
For hospitals and other large users there is a special size tin 
containing a strip 8 yds. long x 3}” wide zig-zag folded. Every 
dressing is sterilised and ready for immediate use 


FULL DETAILS FROM: SMITH & NEPHEW LTD~- WELWYN GARDEN CITY 














Sebbix 


CREAM 


A safe treatment containing 2 salicylic acid, 3 
sulphur and purified fractions equivalent to 10 
crude coal tar in a water miscible base. Sebbix is 
non-greasy, virtually odourless and is readily used 
by female patients since it does not mat or clog the 
hair. Prescribable on E.C. 10. Basic N.H.S. cost 
per | oz tube 2/3 


SebbIX .nampoo 


A stimulant and antiseptic 
preparation which quickly 
controls dandruff while being 
an ideal shampoo for routine 
use.Contains purified fraction 


equivalent to 2 


coal tar with 
I hexachlorophene in a 
soapless shampoo base. Not 
generally prescribable on 
E.C. 10, but a bottle sufficient 


for 6 to 8 good shampoos is only 3/3. 


P= 


Loughborough, 


Leicestershire. 
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SEOMINAL contains: 
‘Luminal’ er. 1/6 
Theobromine gr.5 


reserpine 0.2 mgm 


in tablet form, for the symptomatic treat- 
ment of hvrertension 


BAYER PRODUCTS LIMITED 


Neville House, Kingston-on-Thames, Surrey 


Manufacturing Laboratories 


West Molesey. Surrey 


SEOMINAL 
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SEOMINAL gives relaxation and relief of hypertensive 
symptoms without over-sedation. Reduction of blood 
pressure is gradual, though symptoms of congestive 
headache, vertigo and dyspnoea are relieved, and a 
feeling of tranquillity induced, within a few days. 





Trade Mark 


39: 043.8 PRODUCTS LIMITED 


Neville House, Kingston-on-Thames, Surrey 


4 iated ernort y , 
ASSOCcia terport company 


WINTHROP PRODUCTS LTD 
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In coma, delirium or depression 





PARENTROVITE 


injectable B-Complex with vitamin C 


Restores normal cerebral function in toxic states due to narcotic or 


barbiturate drugs, alcohol, or acute infections. 


In Boxes of 3 pairs of ampoules. Hospital pack also available. 
Tw rouy f preparat taining the vita- 1 related polyvitamin preparation is 

min B complex in less massive concentrat are OMNIVITE FORTE. This contains a full 
BECOVITE & BEFORTISS. The B complex range of B vitamins w tamins A, 
Tablets, Ampoules and Elixirs, D, E and ¢ 


NER PRNREPNETER Dept. CYS 
| VITAMINS LIMITED 
UPPER MALL LONDON W .6 
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A new standard of efficacy 


MAY aun 


COMPLETELY NEW ORAL PENICILLIN 





PENICILLIN-V, LILLY is a completely new 
penicillin compound for oral use. Stable in-the 
presence of gastric secretions, PENICILLIN V 
is fully effective orally and gives higher and more 
prolonged blood levels than any other oral 
penicillin. 

It is therapeutically comparable with paren- 
teral penicillin : high dosage is unnecessary 





*PULVULES’ PENICILLIN-V, LILLY, each 
containing 125 mg.—in bottles of 12 and 100 
Average adult dose—! capsule three times daily, 
increased to six times daily in very severe 
infections. 





nacot nme ELI LILLY & COMPANY LIMITED 





BASINGSTOKE HANTS 
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THE TREATMENT OF 


PEPTIC ULCER 


WITH “ROTER” TABLETS 
—— 


Extract from the British Medical Journal, Ist October, 1955, p. 827 





** The immediate clinical results were assessed after the first month's 
treatment in four main groups: (A) pronounced relief (symptom 


free); (B) definite relief (minor symptoms with no pain); (C) 

doubtful relief (symptoms persisting but improved); (D) no | 
relief. 

we 81°, of cases became symptom free—70°%% of them during 


the first week and 30% during the second week: a further 9°% 
were relieved of the majority of their symptoms. Thus there was a 
satisfactory response in 90°, of cases. 


* Four of the nine cases in groups C and D have elected to go to } 
surgery, and one of the remaining cases has a hiatus hernia as well 
as a duodenal ulcer. Experience of treating these * failures’ over 
the past six years leads one to believe that no form of medical 
treatment will be effective and that surgery is the only hope of 
relieving their symptoms. In 75% of the cases the patients were 
of the opinion that the tablets were superior to alkaline powders, 
and they found that they were able to take foods which they had 
avoided for years. 


“ The treatment is ideal for general practice, where its simplicity 
appeals to both patient and doctor, and, although its mode of 
action remains an unsolved problem, this should not deter its use 
in a condition the cause of which remains a riddle. Finally, while 
the possibility of toxic effects does arise, none have been reported 
or found in this series; but, as a precaution, the tablets should not 
be administered to young children.” 


Roter”’ tablets are prescribed on N.H.S. They are not advertised to the public 
Packings: Tins of 40, 120, 640; and dispensing size, 720 (P.T. Exempt) 


Samples and literature on request 





F.A.L.R. LABORATORIES LIMITED, HEATH ROAD, TWICKENIIAM, MIDDLESEX 
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for the 
Eczema-Dermatitis 
group of 


Gas 


A cream containing 16 
. zinc oxide, 4 ichtharr 
Pe oad mol and 2°., camphor in 
ung, drying base, for use at the sub 
Stage when a little weeping may still 
but the area is mainly crusted, irritant 
Basic N.H.S. cost 2/- for | oz tube 


r 3 r2oz tube 


A cream containing 
purified fractions equiv 
alent to § crude coal 
tar, | salicylic acid and 25 zinc oxide in a 
non-drying base, for use at the chronic stage 
This is safer than the customary coal tar prep 


aration. Basic N.H.S. cost 2/3 for 1 oz tube 





oughborough, 
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Tablets containing Pheno- 
barbitone (16 meg.) er. } | 


Ascorbic acid 100 mg. 





TRADE MARK 


Phenobarbitone therapy 
without ‘hangover’ effects 


66 Ascorbic acid, 200 mg. at night or on ij 

waking has been found valuable in com- 4 

bating the hang-over effect of barbiturates.” i 

(PROC. ROY. SOC. MED., 1954 (MAR.), 47, 215). ) )) 

(lt Scorbital is particularly useful for | 4 
(ll patients who need to take pheno- \)))) 
( barbitone at night, especially if for } )) 
a prolonged period. The risk of an ac- )) 
) cumulation of hangover effects is \)) 
minimised if Scorbital is prescribed N\) 


instead of phenobarbitone. )) \) 


— —-- 


. . )) 
BASIC N.H.S. PRICES: )) 
Bottle of 50 - 3/6 

( . 250 = 13/- ) 






— 


_——— 


Literature and specimen packings are available on request. 
THE BRITISH DRUG HOUSES LTD. (Medical Department) LONDON N.1 
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Calm and control... 


for patients with 
nausea and vomiting 
of pregnancy 


Nidovital 


CAPSULES 


make more mornings 


good mornings ~ 
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WATCH YOUR WEIGHT —Weigh regularly 


PRELUDIN: 


the Appetite Controlling Agent that is Safe 
even in Cardiovascular Disorders 


PRELUDIN is new and Pretuptn is news because 


it provi les a new practical answer to an old problem 
Here for the first time is a treatment for obesity 
that is sale, swift and sure for patients 


and particularly for those with cardiovascular 





disorders and hypertension 
PRELUDIN is an appetite controlling agent 
It acts quickly and effectively without risk by 
‘ rolling the patient's appetite and breaking 
psvchogeni Vereating habit, thus irbir 
itake It enables the patient t se weight 
ile 1 im t ntal strain Dy strengthening 
vil nee toa scribe l 
PRELUDIN ( men | sa nlike 
xampheta lo raise ) 
” | ” i 
i nul It ripuon 
ise f eS] 
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3 thy trahyd 4 xazine - hydroc je 
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Phosphate 


ALUPH 9 «iim: 
AUP HOS ss: 


New Aluphos tablets offer all the 
advantages of Aluphos gel—in con- 
venient portable form. Aluphos 
tablets are non-constipating. They 
do not interfere with the absorption 
of phosphate or vitamins from the 
gut. Aluphos tablets are free from 


af BENGER } Proouct 


LABORATORIES 


eri 
BENGER 





LIMITED 





grittiness and pleasantly flavoured 
Each Aluphos tablet is therapeutic- 
ally equivalent to one teaspoonful 
of Aluphos gel. 


Presentation Packed in boxes con- 
taining 5 rolls of 10 tablets each. 


luphos 


TRADE MARK 


HOLMES CHAPEL CHESHIRE 
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INTRAMUSCULAR 








ADMINISTRATION OF 





IRON IN PREGNANCY 








THIS WOMAN is six months preg- 
nant. It will be her fourth child. 
Increased intake of iron is essen- 
tial on account of foetal demands. 
It is even more important in 
repeated pregnancies since the 
equivalent of 750 mg. iron may be 
lost with each pregnancy. 


A CLEAR CASE FOR IMFERON, new 
iron-dextran complex. Imferon is 
the first safe and effective intra- 
muscular iron. It will restore the 
haemoglobin concentration rapid- 
ly and reliably. Brit. Med. J. 1954, 
2, 1257. 

FULLY-DESCRIPTIVE LITERATURE iS 
available and a Technical In- 
formation Service is always | 
at your disposal. } 

{ 





rn Ko 








A clear case for IMFERON ran 


- . BENGER 
BENGER LABORATORIES LIMITED - HOLMES CHAPEL + CHESHIRI 


RESEARCH 
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The safest way 






with urinary -tract infections 


MANDELAMINE tablets 


a urinary antiseptic of high potency that speedily 
brings infections under control. Side-ctlects are 
unusually rare and mild, rendering it especiall\ 


valuable in chronic disorders 


For cost to N.H.S. see latest M. & J. list sent out November, 1955 


MENLEY & JAMES, LIMITED 
COLDHARBOUR LANE, LONDON, S.E.5 Telephone : BRixton 7851 
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Benylin* Expectorant offers 

FOR RELIEF OF prompt relief from the irritation 
of bronchitis and other respira- 

tory complaints. 

Unbeneficial cough is rendered 

more productive and becomes less 


COUGH AND frequent and severe. Nasal stuffi- 


ness, sneezing, and bronchial con- 
gestion are quickly alleviated. 
Benylin Expectorant is non-nar- 
RESPIRATORY CONGESTION cotic and may be prescribed con- 
fidently for children as well as 
adults. A mildly tart, raspberry- 
flavoured syrup, it is readily ac- 
ceptable to patients of all ages. 
*Trade Mark Supplied in bottles of 4,16 and 80 fl. ounces 





: [P): PARKE, DAVIS & COMPANY, LIMITED (inc. U.S.A.) * HOUNSLOW * MIDDX. 


Tel; Hounslow 2361 233 
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NERVOUS DISORDERS 


The vitamins of the B complex are known to be of importance 
in maintaining the health of the human nervous system. While 
severe cases of vitamin B deficiency resulting in nervous disease 
are not commonly encountered in this country, minor nervous 
disorders may arise from a prolonged shortaze. 

As a source of the B vitamins that can easily be administered 
regularly, Marmite yeast extract has been found to be particularly 


























useful. 
~ Literature on request 
yeas t extract 
contains 
Riboflavin (vitamin B,) 1.5 mg. per oz. 
540! Niacin (nicotinic acid) 16.5 mg. per oz. 


MARMITE LIMITED, 35 SEETHING LANE, LONDON, €E.C.3 


LESTREFLEX DIACHYLON 
ELASTIC BANDAGE 
For the Ambulatory Treatment 

of Ulceration of the leg. 


The plaster is innocuous to newly 
formed tissue cells and leucocytes 
and may be used on sensitive 
patients without risk of plaster 
idiosyncrasy Lestrefiex may 
also be used in all cases where 
an occlusive and undisturbed 
type of dressing is indicated, 
as well as for joint injuries, 
fractures and lesions of the 
feet. 


Lestreflex is also supplied 

with strip ventilation 

which assures aeration 

to the wound 

in 3 yd. rolls 3 in. wide. 
Available on E.C.10. 




























DALMAS WATERPROOF 
FIRST AID DRESSINGS 


, ' MI/A 
The Daimas Special Doctor's Cabinet 
contains 180 first-aid dressings in 
da seven sizes and shapes with a spool 


of Dalmas strapping. 


DALMAS LIMITED, LEICESTER & LONDON ° Established 1823 
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Syrup Pholcodine 


a better cough suppressant than codeine 





The administration of codeine for suppression of a distressing 
cough is accompanied by nausea and constipation as side- 
effects. In the last year pholcodine has become well-known 
for being both a stronger suppressant than codeine and one 


that does nof cause nausea or constipation 


x Jyr. Moekodine ( Bepses ? 


his preparation is pleasantly acceptable to children (} to 1 Available 
teaspoonful) and also effective for adults (1 to 2 teaspoonfuls) as bottles of 
It has the advantage of containing 8 mg. pholcodine in each 4. 16 or Go 
teaspoonful, which makes it economical to prescribe fluid ounces 


DUNCAN, FLOCKHART & CO., LTD. 


104-8 Holyrood Road, 155-7, Farringdon Road, 
EDINBURGH & LONDON, E.C.: 








SANCTIONED ON N.H.S. PRESCRIPTIONS (FORM E.C.10) 


EPHAZONE tablets 


The rational, symptomatic | 2o.;""°" 


Ephedrine } grain 


Theobromine } grain 


remedy for bronchial spasm in | poe 


Calcium gluconate } grain 
ASTHMA & BRONCHITIS 


THIS PREPARATION IS NOT ADVERTISED TO THE GENERAL PUBLIC 





EPHAZONE LTD s, sroox streET, LONDON, W.I 


Telephone: MAYfair 5496 
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You can use 


Elastoplast Plaster... 


... On its own 


* to strap a dislocated thumb. 
One-inch Elastoplast Plaster is used, 
applied spica-fashion. 

* to cover impetigo lesions, allowing 


undisturbed self-healing. 


...Or to keep a 
dressing in place 
* in cases where it is preferable to 


cut an individual strip rather than 





to use a ready-made first-aid dressing 


ELASTOPLAST PLASTER is flesh-coloured, made from light-weight cloth, 


and ideal for on-the-spot strapping and retention of dressings. It is far 





more comfortable and more efficient than a rigid plaster. 


ELASTOPLAST: elastic adhesive plaster B.P.C. 


1” or 2” x 1}/2 yds stretched and 1” x §/6 yds stretched 


WATERPROOF ELASTOPLAST Plaster 


plastic strapping 1” x 1 yd and 1” or 2” x 3 yd 


SMITH & NEPHEW LTD + WELWYN GARDEN CITY - HERTS 


Outside the British Commonwealth Elastoplast is known as Tensoplast 
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Neurosis Potential 


lhe rush and acceleration of civilisation’s headlong dash into thé 
atomic age is bringing the syndrome exemplified by tension, 
neurosis and stress into ever greater prominence, 
BeEPLeT! prov ides an effective, short-term method of raising 


concealed form 


the anxiety threshold. Presenting phenobarbitone i 
} grain to the dose), masked within a tonic cloak of th 
Vitamin B-complex, it permits successful sedation in the patient 


with the over-anxious and enquiring mind 


Beplete Elixir is available in bottles of 4 fluid 


BEPLETE 














Elixir Tablets 
| he tw? 1 ' Be ple f, i / re Lt lere / fy le f i f 


JOHN WYETH & BROTHER LIMITED 


CLIFTON HOUSE, EUSTON ROAD, N.W.I1 
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NERVOUS DYSPEPSIA 


... relief without side-effects 


The nervous dyspeptic gets little sympathy. Down the years 
he has been a butt alike for the comic artist and for the jibes 
of his eupeptic friends 

The pain and discomfort of nervous dyspepsia and other gastro- 
intestinal conditions characterised by spasm are rapidly relieved by 
‘Merbentyl’. The action of this agent is achieved completely with- 
out side-effects—an advantage which distinguishes ‘Merbentyl’ 

from other antispasmodics both natural and synthetic 


MERBENTYL * 








Merrell 
ees 











Regd. 
Merbentyl Tablets contain mq diethyl 
eminocrarbethoaryhicycohe cyl hedrockloride In bottles a 50 
Merbentyl Tablets with Phenobarbitone cach contain 
mg Merbentyl and ng. Phenobarbitone. In bottles of 50 and 250 
Both are available in «yrup form 
Distributed in UK 4 &ire by RIKER LABORATORIES LTD. LOUGHBOROUGH, LEICS. forthe Win 8 Merrell Co. London. 


OINTMENT 
CAPSULES 
LIQUID 


ECZEMA 
VARICOSE ULCERS 
FURUNCULOSIS etc. 


It has. been shown beyond question by 
large scale serum-lipids studies that a 
gcod proportion of patients suffering 
from intractable skin conditions have a 
deficiency of the essential fatty acids. It 
is not possible to carry out these studies 
in everyday practice, but any patient with 
ec7ema or furunculosis who fails to re- 
spond to symptomatic treatment should 
most certainly be tried with essential fatty 
acids * F99."" A high proportion of these 
patients will be found to respond. 

in gravitational ulcers, where the skin is 
“ under-nourished.”” the application of 
additional! essential fatty acids rarely fails 
to heal the wound 


Diagnosis: Obstinaie 
eczema of the face 
Photograph taken before 
freatment with “ F99 


Photograph taken after 
18 weeks’ treatment with 
one “F99" capsule and 
one application of “ F9”’ 
pintment daily. 


Literature on request 


INTERNATIONAL LABORATORIES LTD., Dept. PR35, 205 HOOK ROAD, CHESSINGTON, SURREY 
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TOES Ge CIV EVES aviv or vemeonive 
pret) ~p -methylglutarin de 


ama 


DI BEBE ABO TEES re 0x0 08 ssrnenazoee 


2: 4-diamino-5-phenyithiazole hyd ride 


Barbiturate and 


Morphine Antagonists 


Further details and supplies of “* Megimide” and “ Daptazole” 


available to the medical profession on request. 


ar 





NICHOLAS PRODUCTS LABORATORIES LTD. 
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MEGIMIDpDE and DAY TAZO.L.E 
in Barbiturate Poisoning 
“ MEGIMIDE ” is “a barbiturate antagonist of real clinical worth. 











To omit to use it in the treatment of barbiturate poisoning is to run 
the risk of the broncho-pneumonia that is so often fatal in these 
cases.” (Lancet, 1955, i, 181.) 

“ DAPTAZOLE,” itself a weak barbiturate antagonist, enhances the 
action of ““ Megimide.” 


, 


“* Megimide ” and “ Daptazole ” administered together intravenously 
ensure safe, quick recovery from barbiturate intoxication without the 
risk of convulsions and secondary depression which often follow the 


use of other central analeptics. 


DAP TAZO1I.E 

in Morphine Administration 
*“ DAPTAZOLE,” the new morphine antagonist, has recently been 
shown (Brit. Med. J., 1955, i, 1367) to remove the risk of respiratory 
depression associated with high morphine dosage and to make tolerance 
or addiction unlikely. 
“* Daptazole ” relieves respiratory depression by increasing the depth 
of respiration, whilst in some cases the vomiting and, in most cases, 


the constipation associated with morphine are also relieved. 


BEEGIMIIDpD=E: 


in Barbiturate Anaesthesia 
“ MEGIMIDE ” is of value to lighten or terminate the anaesthesia 


of patients under the influence of barbiturate anaesthetics 





BUCKINGHAM AVENUE, SLOUGH, BUCKS. 
Telephone : Slough 22381/S. 


—e————— — 
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Bun hands need not suffer if you look after 
them with Crookes Hand Cream — rich, pene- 
trating and ideal for counteracting the effect of 
soaps, detergents and the inevitable “over- 
washing” of hands. Most economical in use, 
the cream should be massaged well into the skin 
to soften and feed the nails and cuticles 
Crookes Hand Lotion complementary to 
the Cream — is ideal for those who prefer a 
slightly less greasy preparation 

Both Crookes Hand Cream and Hand Lotion 
contain hexachlorophene, a new substance 
which combats micro-organisms of the skin 
bacterial flora, yet is bland and harmless to 
the skin tissue itself. 


BUSY HANDS 


Prices and packings 
HAND CREAM : Tube 2/94d. inc. P. Tax 


HAND LOTION: 2 02. bottle 2/94d. inc. P. Tax 
4 0z. bottle 3/11d. inc. P. Tax 


FA ay, 
MINS Mand bicam & Lotion 


THE CROOKES LABORATORIES LIMITED 
PARK ROYAL + LONDON N.W.10 











bandage may be prescribed 





The 


under the National Health Scheme. Its elas 





Lastonet 


tic net has a two-way Stretch to give firm, 


# a 
stoned 





even support to sprained or weak joints 
At the same time the net allows a health &, 
degree of ventilation. In $ ird lengths (fully & ELASTIC BANDAGE 
stretched) and 2!, 3, 3!, 4 or 6 inch widths 
LASTONET PRODUCTS LTD CARN BREA REDRUTH CORNWALI 
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ETS (er) 
Features 





In many diseases three class Active Principles: 
cetylsalicylic acid 250 
ical symptoms are noted peng cnet tag 
. . me I ner acetin -5U0meg 
pain, pyrexia, agitation. Where Codeine phosph. 10me 
symptomatic treatment is re 
quired, Veganin acts on al 
Dose: 
three | or 2 tablets, 2 of 
The codeine in Veganin has a mes a day, depending 
o the severity ol the 
sedative effect while the 
acetylsalicvlic acid and phen- 
acetin content are analgesi 
om Packing: 
and antipyretic. They interact Supplied in tubes of 10 
synergistically to exert a safe ind 20 tablets. Also 
. able in bulk pack 
but pow rful effect on pain ves of 100 and oe fe 
pyrenia ind avitation pensine onl 
Now preparation has vr been ad i h 


WILLIAM R. WARNER & CO. LTD POWER ROAD LONDON, W.4 
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Aftermath- 


Precise diagnosis, specific therapy 
promptly applied, rapid and 
satisfactory response . . . a desirable 
sequence in any acute infection. 


Yet, before the case can be considered 
as finally closed, the problem of the 
aftermath — physical and mental 
asthenia — must be resolved. 


Post-infective debility reflects the 
high nitrogen loss which plays an 
important causative role in the 
subiective manifestations of asthenia. 
Since, too, only small amounts of 
protein are stored in the body, it is 
advisable to ensure a particularly high 
intake of essential amino-acids 

during convalescence. 


Sanatogen is the restorative tonic 
nutrient of choice — a protein 
complex rich in essential amino-acids 
with 5% of glycerophosphate. 








4 
. 
= 
: 
Asthenia 


and Psychasthenia 


The protein moiety, apart from its 
high nutrient value, has an intrinsic 
tonic effect on the depleted tissues 
generally, and on antibody formation, 
haemoglobin, and liver function. 

This tonic effect is, moreover, 
augmented by the glycerophosphates, 
long accepted as an efficient 

nerve and general tonic. 


For over fifty years Sanatogen has 
been used successfully for physical 
and mental debility after acute 
infections or major operations. It 
has also produced excellent results as 
an adjunct to simple psychotherapy 
in the protean psychosomatic 
manifestations which make up 

such an important proportion of 
general practice. 


Sanatogen 


THE HIGH PROTEIN TONIC 


The word ‘Sanatogen’ is a registered trade mark of Genatosan Limited, Loughborough, Leics 
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LIL-LETS 


the new vaginal tampon without applicator 








A tampon which has been successfully marketed LIL-LETS have these main advantages: 
on the Continent during the last five years has UH-LETS ased ao agglicater. By insesting 
" ; ; the tampon with the fingers, the risk of 

now become widely accepted in this country bruising is eliminated. 
under the name LIL-LETS. LIL-LETS assist personal hygiene. At 1/6 
: ; . B a for 10 they are so much cheaper than other 
Following extensive clinical trials, LIL-LETS leading tampons that women will be en- 


x . . co ed to ch e th f 
have won the support of leading gynecological ES 00 RN Se > Tay ae 


easily carried about and easily disposed of 


opinion. Samples will gladly be sent to medical LIL-LETS are highly absorbent. They 
practitioners on req uest. absorb almost ten times their own weight in 


moisture and swell sideways, not length- 
ways. They are, therefore, really safe 


7” LIL-LETS are individually wrapped. Each 
| tampon is sealed ina transparent cover. There 
0.b. 


is no risk of soiling or infection when it is 





carried loose 


SiN SMITH & NEPHEW LTD + WELWYN GARDEN CITY + HERTS 


Subjective 


warmth and glow 


“ALGIPAN *’ the smooth non-greasy 
HISTAMINE cream, relies upon methyl 
nicotinate to ensure swift penetration of the 
cutaneous barrier 

Simple inunction suffices to shepherd the 
Histamine content through the epidermis 
to the deeper tissues, where the resulting 


dilatation of arterioles and capillaries pro- 





motes a local increase in blood supply, 
accompanied by a reflex cessation of aching 
in underlying muscles To the patient, this is evidenced by 


a circumscribed surface *‘flush” and warming glow, rapidly 





followed by disappearance of pain. 


*Aleipan’ is of proven value in fibr s and other manifestations cA I PA N b 
leipan’ i | G 
Trade Mari 


of the * rheumatic” syndrome 


John Wyeth & Brother Ltd., 
Clifton House, Euston Road, London, N.W.A 


BALM 
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f P a 
Re-educating 
Bile extract 
+ Lactic Ferment 
+ Yeast 
+ Vegetable Extracts 


MY COLACTINE 


——«,=, 








in Constipation... 


MYCOLACTINE 






the » 


“MYCOLACTINE 
does not create 
a habit. 
Its purpose is 


to correct one. 


The ANGLO-FRENCH DRUG CO. LTD., 11-12 Guilford Street, London W.C.1 


I’m looking 
forward 
to a good 

night’s sleep 


Ws 


sleep sweeter 


“? Bourn-vita 








g Cestra Mask 


FOR SURGEONS AND NURSES 








Bacteriologically 






tested and ‘“~ : 
a 
specially designed !} a -< 
Ye i = ~~ 
for the 


prevention of 


> Fr 


After many bacteriological experiments this mask was 
designed to arrest all droplets from the mouth and nose, 
and so to prevent contamination during operation. The 
“Cestra” Mask consists of four layers of fine dental 
gauze. It fastens securely under the chin, has an air gap 
at the sides, is comfortable to wear for long periods and 
may be easily sterilised. 
Obtainable from Chemists and Medical Stores 


MADE BY ROBINSON & SONS LTD. 
Wheat Bridge Mills, Chesterfield. Tel. Chesterfield 2105 


London Office: King's Bourne House, 229/23! High Holborn, 
London, W.C.l. Tel. Holborn 6383 


Manufacturers of all kinds of Surgical Dressings 


droplet infection 
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Thromboral 


A treatment for 
Hemorrhagic ulcers 
occurring in the 
alimentary canal 


THROMBORAL has been developed for the systemic 
control of hemorrhagic complications of peptic 
and duodenal ulcers; bleeding from ruptured 
oesophageal varices; denuded buccal ulcer and 
cases of epigastric distress exhibiting signs of 
internal haemorrhage 


THROMBORAL contains active THROMBIN in 
massive doses, the instantaneous hemostatic 
effect of which is preserved by reduction 
of the pH of the gastric mucosa. Natural 
physiological coagulation occurs at the 

site of bleeding 





THROMBORAL is presented as a 
complete treatment for oral 
administration over a 24 hour 

period 


THROMBORAL can be of 
inestimable value where 
the age or physical 


condition of the patient 79 C Bek: , 
makes surgical interven- MAW’S Ethical Products also include 


tion undesirable 


NAPHTHIONIN A haemostatic of general action for 


administration by the parenteral route ; used pre-operatively 
or post-operatively 

Naphthionin does not control haemophiliac bleeding fer 
which Thrombin (Maw) is the haemostatic of choice 


topical use in 


THROMBIN (MAW) A haemostat 
surgical procedures forthe mmediate arrest of haemorrhage 
THROMBOPLASTIN (MAW) For reagent use in the 
determination of the prothrompbin time in anticoagulant 
therapy 

REAZIDE (Cyanacetic Acid Hydrazide) A new hydrazide 
for specific use in all forms of tuberculosis. Clinical triais 
in progress 


HEMATRIX An ointment for the treatment of haemorr 
hoids, pruritus ani and painful, inflammatory, pruritic 
and eczematous lesions of the skin in the anal region 


Prescribable on E.C. 10 


Further information available on request from Dept. P 


ETHICAL PRODUCTS 


S Maw Son and Sons Limited Barnet England 
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Save time on urine tests with 


CLINITEST and AGETEST 


Reagent Tablets Reagent Tablets 
for the detection of Glycosuria for the detection of Ketonuria 


Both tests performed simultaneously in 1 minute: 


Specialists, General Practitioners,Clinicsand acetone tests can be carried out simultane- 
Hospitals in all parts of the country have ous/y in one minute! 
used and prescribed ‘ Clinitest’ Reagent a ee a a a me me oy 


Tablets since 1947. Many valuable hours The advantages of 

have been saved. Now after intensive re- 

search work and clinical trials the makers of ACETEST 

*Clinitest’ Reagent Tablets have produced 

*Acetest’ Reagent Tablets for the detection Reagent Tablets 

of Ketonuria. With ‘ Clinitest ’ and ‘Acetest’ Quick and reliable, a single tablet provides all 

Reagent Tablets, reliable routine sugar and the reagents to perform a test. Low cost 
permits this tablet test to be used as a screening 

procedure or as a routine for diabetic patients 


No danger of false positives with normal! urine 
No caustic reagents 


TO PERFORM A TEST: 


| 1 Put 1 drop of urine on tablet. 
| 2 Take reading at 30 seconds. 

Compare tablet to colour 
| chart provided. 

3 Record results as negative, 
| trace, moderate or strongly 
| positive. 

Supplied in bottles of 10O§ 
l tablets with colour scale 
| *Acetest” Reagent Tablets 

diagnostic nitroprusside tabs.) | 
| are also available under the | 
| N.H.S on Form E.C.10.| 

Basic Drug Tariff price 3/10 
| per bottle of 100 tablets 
L 





CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Commit- 
tee of the Diabetic Association. The 
*Clinitest’ set, refills and accessories are all 
available under the N.H.S. on Form E.C.10. 
( Basic Drug Tariff Prices: Set 6/8 complete. 


(with colour scale) 





REFERENCES 
(1954) ‘Clinical Tests for Ketonuria’, 
‘Lancet’ April 17th, pp. 801/804 
(1954) ‘Medicine Ilustrated’, 
May, p. 289 
(1954) ‘Practical Clinical Biochemistry’, 
Heinemann, p. 74 


(1954) ‘Clinical Tests for Ketonuria , 
‘Lancet’, July 10th, p. 95 


—— ee mee ee ee ee ee 
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Refill bottles of 36 tablets 2/4. | 
| 
| 
m | 


THE AMES COMPANY (LONDON) LTD. 





CLINITEST = ~<a a y \ Nuffield House, Piccadilly, London, W.| 
= ) Tel. Regent 532! 
HOSPITAL EQUIPMENT Orders for Ames Products should 
: . : continue to be sent to sole distribu- 
tone ag ny ae wen tors for United Kingdom & Eire 
and clinics. rite for details and 
hospital prices. a DON S. MOMAND LTD. 


58 Albany Street, London, N.W.! 
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DALMAS waterproof dressings provide safe and speedy first-aid 
for all wounds, cuts and common casualties. Self-adhesive, they 
are simple to apply and flex with every movement like a second 
skin. The special Doctor's Cabinet contains 180 dressings in seven 
sizes and shapes together with a spool of Dalmas Strapping. Fully 
descriptive literature will be sent on request 


DALMAS LIMITED, LEICESTER & LONDON 


THIN END 


FOR FLAT FEET! 


a. THE WEDGE 


\ 
‘ 


The largest single cause of foot 
trouble in childhood—pronation 
—could easily become the least 
‘Inneraze’ shoes provide the 
complete answer: they apply the 
wedge principle at its most sensible, 
built into the itself. This, 
together with the buttressed heel, 
gives a correctivesupport that lasts 
the life of the shoe, unaffected by 
wear or repair. And because the 
wedge cannot be seen ‘Inneraze’ 


shoes 


shoe 


For illustrated leaflet and the names and 


addresses of suppliers please write to 

Managing Director, James Southall & — 
Co., Ltd 34 St. George Street 
Hanover Square, London, W.1 





130 


wATEnealor 


dressings 


in the 


DALMAS 


Doctor's 
Cabinet 


Established 1823 MS/A 


\a 


is practically indistinguishable in 
wear from any of the first-class 
made 
feet by Start-rite 


for normal young 


INNERAZE Shoes by 


sTARFRIT 


Supplied only against medical prescription 
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with seboderm 


The finely emulsified lanolin base of SEBODERM 
ensures non-irritation of the scalp For simple 
dandruff a single weekly treatment is sufficient, and 
for seborrhoeic dermatitis treatment on alternate 


nights until improvement is noted is suggested. 


SEBODERM 


CETRIMIDE SHAMPOO 
* 


SEBODERM contains 
15.6% of cetrimide, 
the quaternary 
ammonium compound 
specifically recom- 
mended for treatment 
of seborrhoeic Available in ~~ 
dermatitis. j-oz. tubes K~ 
Brit. Med. J., 2 (1951) 1070 





Litereture and Professional semple on request 


PRIORY LABORATORIES LTD., PYRAMID WORKS. WEST DRAYTON, MIDDLESEX 





A NEW ORAL CHEMOTHERAPEUTIC 
FOR TUBERCULOSIS 


a A new chemical compound 

i” formed by the combination 

of INHandPAS in molecular 
proportions. 





LITERATURE ON THERAPY 
AND DOSAGE ON REQUEST 


BENGUE & CO. LTD. 


MANUFACTURING CHEMISTS 
MOUNT PLEASANT, ALPERTON, 
; WEMBLEY, MIDDLESEX 
7 < 


. ~><Z 0 , , 
$s 0 ) yr Oo SOnICO . a\/ Bengue & Company Ltd. make “Dipasic”’ available in 
Tablet of 100 mg of Isonicotinic 5 GEWO the United Kingdom by arrangement with Ed. Geistlich 


acid hydrazide - p - aminosalicylate Sons, Ltd., Wolhusen (Switzerland) 
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Sfte react waar 











TAORYI irtua 
and control rritat 


” 


Geis 
inthe ott 8 of cough 


GEIGY PHARMACEUTICAL COMPANY LTD., Rhodes, Middleton, MANCHESTER 





PH Bla 
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PREGNANCY: meeting the inevitable iron deficiency 


Progressive inroads are made on the 
maternal iron stores during pregnancy. 
The demand made is greatly increased 
during the third trimester, and there is 
little doubt that the exposition of a 
suitable form of iron is of definite 
clinical value. FERROMYN meets these 
important demands because it affords 
maximum bivalent iron from a mini- 
mum of ferrous salt, does not cause 
alimentary upset, has a high utilisation 
factor and will maintain a satisfactory 
haemoglobin level throughout term. 


CALMIC LIMITED, CREWE. Phone Crewe 3251-5 


FERROMYN is suppled in: 

ELIXIR FERROMYN Each teaspoonful contains 

Ferrous Succinate 150 mgm. 

ELIXIR FERROMYN ‘B’ Each teaspoonful 
contains: Ferrous Succinate 150 mgm. Aneurine 
Hydrochloride |\mgm. Riboflavin | mgm. Nicotinamide 
10 mem. 


FERROMYN 





LONDON: 2 Mansfield St., W.1. Phone LANgham 8038-9 





. . - leadership in oral-tron therapy 
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‘Thiomerin’ 


SODIUM 


Trade 


MERCAPTOM 


Mark 


RIN SODIUM 





THE NEW MERCURIAL DIURETIC 


FOR SUBCUTANEOUS INJECTION 








*Thiomerin’ differs from other 
mercurial diuretics in that the 
mercury is in combination with 
an Organic group plus another 
compound—sodium thiogly- , 
collate, which hasa marked ‘- 7 
detoxicating action on the 
mercury. The volume of 
urine excreted is mainly deter- 
mined by the size and frequency of the 
injections. Intravenous injections merely 
speed up the process by a few hours but 
have no effect on the final weight loss. 
*Thiomerin’ diuresis induced by sub- 
cutaneous injection (0.5 to 2 cc) is gentle, 


* 7") IN The 


aw. to that of any other mer- 
AT curial, however administered 
patient benefits, both 
ay from a_ painless injection 
. and because less frequent 
Whe bladder emptying, especially 

at night, permits much- 


needed rest and imposes less strain 


* Thiomerin’ is indicated in 

Cardiac Oedema (peripheral or pulmonary) 
Nephritic Oedema Ascites of Liver Disease 
Carefully selected cases of Subacute and Chronic 
Nephritis 

PACKING— Thiomerin’ is supplied in vials of 
1.4 G, to which the addition of 10 cc. Water for 





Injection, B.P. will provide a solution containing 
the equivalent of 40 mg. Mercury per cc. 


slower in onset but equal in output 


JOHN WYETH & BROTHER LIMITED, CLIFTON HOUSE, EUSTON ROAD, N.W.1 


— Py — 


After consistently paying 3} 
we now advance to 





A non-toxic 


Antiseptic Germicide 





KEEDOSOL (FERRIS) provides a genera! anti- 


septic of high bactericidal potency yet possessing 
marked advantages not attributable to germicides 
TAX of phenolic origin. It is non-poisonous, even in 
high concentration, non-injurious to living tissuc, 
and its agreeable refreshing odour renders it 
F R E E pleasant in use. For the guidance of users of this 
modern germicide a table of recommended dilutions 
is affixed to cach container. 
Available in 4-oz.; 8-oz.; 16-oz.; and 80-oz. bottles 
and I-gallon tins 


(Equal to 64% gross pe = 
KEEDOSOL 


Over a great period of time all Investors 
have enjoyed ABSOLUTE SECURITY, 
(FERRIS) 
Sumples on request 


DAY to DAY INTEREST, IMMEDIATE 
FERRIS & COLTD 





WITHDRAWAL FACILITIES, and incur 
no costs or charges whatever in either 
making or withdrawing their investments. 


New Investments can now be accepted 
from £50 to £5,000 


Write for free brochure ‘ Safe Investments,’ Dept. 26. 


THE LION BUILDING SOCIETY 
CHISLEHURST, Kent. Phone: IMPerial 2233/4/5 


BRISTOL 


Telegram: FERRIS BRISTO! 


lelephome 21481 
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Whenever the diet is faulty, Let your money earn 
pag sits maximum interest 
or the loss of food is with security 





excessive 
through BUILDING SOCIETY 
vomiting ( Established 1931) 


i OFFERS 
@ Assets exceed 
° £3,000,000 
diarrhoea @ Easy withdrawals 
@ Income tax borne by 
the society 
@ Any amount accepted 


et amenell 
] ° up to £5,000 
: s \ alentine’s @ No depreciation 2 ‘ 


oO 











Olid age 


For full particulars apply t 
The Secretary 


MEAT JUICE STATE BUILDING SOCIETY 


Interest on Shares 
30 STATE HOUSE 
26 Upper Brook St., FREE OF TAX 
7 Park Lane, London, W.1 Equal to £6.1.9 per 
A Pure Concentrated Tel: MAYfair 8161 cent. gros 





Extract of Beef 











stimulates the appetite | 
increases the flow of _ 
digestive juices, \ 

provides protective | ou should 
quantities of potassium, 
in a palatable and readily 
assimilated form. 


bank with the | 


| 
| 
| 


Debilitating > —— | l ~ > ‘ 
se ATER ronneraiven | Westminster — 





> 
a _ 





VALENTINE Company Inc. = 


RICHMOND 9, VIRGINIA, U.S.A. Westminster Bank Limited 
Head Office: 41 Lothbury 


London, E.C.2 





Dosage is 1 teaspoonful two or three times daily. 
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Safe, Reliable, Efficient 


PENIDURAL, the safe oral suspension of penicillin, is a relial 
weapon in the treatment of many infections 

The penicillin is absorbed from the intestine and _ results 
therapeutic blood levels in the patient which deal efficient 
with the penicillin-susceptible organisms. 

PENIDURAL Oral Suspension is a palatable preparation and 
its administration by mouth is simplicity itself. One teaspoonful 


5 c.c, six-hourly, is suffice ient to deal successfully with most ol 


the pathologic al processes « aused by Streptococe i, Staphy lococei 
and Pneumococci. 

PENIDURAL Oral Suspension contains 200,000 units Benzathine 
Penicillin to each large teaspoon! il 5 ct and is supplied in 
bottles « ontaining bo c.c. 

Oral PENIDURAL is also available in tablets, each containing 


200,000 units of Benzathine Penicillin. 


PENIDU RAL Oral Suspension 


~ The word ‘Peni dural "1s a ve tered tra Le mark. 


Wyeth JOHN WYETH & BROTHER LIMITED 


CLIFTON HOUSE, EUSTON ROAD, LONDON, N.W.I 
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simpler, swifter, 


treatment for ea 


CHLOROMYCETIN* Ear Drops greatly 
reduce the time and effort necessary 

to treat suppurative otitis media, 

chronic otorrhoea, and infections of 
fenestration and mastoid operation cavities 
Treatment can be conveniently 

carried out, if necessary in the patient's 
home, and is effective in a matter 

of days as compared with previous 
techniques requiring long and tedious 


application under close supervision 
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Pen Savy 
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CHLOROMYCETIN 
I LW eTrade Mark A 
Parke Davis 
S 0 
EAR DROPS 10%, & Company Limited (Inc. U.S.A ) 
(Chloromycetin 10% in propylene HOUNSLOW, MIDDLESEX 
glycol) in 5 c.c vials, with dropper, Telephone Hounslow 236! 


& bottles of 100 c.c, 382 
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VALOXYLIN 
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Whole liver extract 
reinforced with vitamin Bi2 
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PN 
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spre et 
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For the treatment of 
pernicious anaemia with 
or without neurological 
manifestations and for 
those other types of 
macrocytic anaemia 
which also respond to 


liver therapy. For sprue 


and as a general tonic. 


Literature and prices 


on request. 


AN 
OXOID 
PRODUCT 





Thames House, London, E.C.4 Tel. CENtral 978! 








Vothers are grateful 


when you advise 
canned strained foods 


When you recommend a varied diet for baby 
based on Heinz Strained Foods, you recom- 
mend a diet which even the busiest mothers 
can follow. And baby will benefit not only 
from the nourishment of these foods, but 
also from becoming accustomed to a variety 
of flavours at an early age. 

And another point is this. It is often 
impossible for a mother to make foods as 
nourishing as Heinz. Heinz have the advan- 
tage of buying farm-fresh fruits and veg- 
etables and also of having cooking and 
straining equipment that keeps the maximum 
amount of goodness in the foods. 

Fora FREE booklet which gives the exact 
nutrient values of all 19 varieties of Heinz 
Strained Foods, please write to Dept. 7P, 
H. J. Heinz Company Ltd., London, N.W.10. 


oe EINZ Strained Foods 


sOUPrS MEAT BDROTUS VECETABLES SWEETS CEREAL 
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“It is well to moor your 


bark with two anchors” 
Publilius Syrus 


Clinical experience has proved the value of combining penicillin and 
*Sulphamezathine’ in the treatment of many bacterial infections. Extra 
protection against a wide range of organisms and an enhanced anti- 


bacterial effect are obtained. 
The advantages of combined ‘Sulphamezathine’ and penicillin 
therapy are available in a single, convenient formulation—‘SULMEZIL’. 
‘Sulmezil’ Tablets each contain 0.5 gramme ‘Sulphamezathine’ 
Sulphadimidine B.P. and 150,000 units of ‘Dibencil’ benzathine penicillin. 
‘Sulmezil’ Oral Suspension contains the same dosage of both drugs 
in each fluid drachm (3.5 c.c.). 








¢ S ULMEZ IL’ COMBINED ‘SULPHAMEZATHINE’ 
AND PENICILLIN THERAPY 


ORAL SUSPENSION AND TABLETS 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LIMITED, FULSHAW HALL, WILMSLOW, CHESHIRE 


4 sube ry company of Imperial Che ali 


Ph.611 











PFIZER 
NOTES 


Stubborn resistant dermatoses, allergies of undetectable origin 
and infantile eczema—these and many other conditions have 
responded dramatically to Cortril Topical Ointment. It 

seems that perhaps at last an answer has been found to many 
of the lingering unresponsive skin conditions which present 
such a problem to the doctor. 


Many are the infections frequently encountered in General 
Practice which will respond readily to the broad-spectrum 
antibiotic Terramycin. Of all the known antibiotics Terramycin 
has the largest effective range and it is well tolerated by 
patients of all ages. It is particularly indicated for the 

many upper respiratory-tract infections which occur during 
these months. 


Troublesome cough and the acute discomfort of nasal 
congestion can beth now be relieved with some certainty. 
Toclase Cough Syrup will eliminate unproductive coughing 
and moderate purposeful cough. Its action is safe, non-narcotic 
and non-habit forming. Tyzanol nasal decongestant will 
achieve long-lasting nasal patency within minutes. These 

two products dea! efficiently with the distressing symptoms 
of the common cold. 




















Nature’s defences... 


for humans 
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Pfizer 


World's Largest Producer 
of Antibiotics 


FIZER I 
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AN EFFECTIVE MERCURIAL DIURETIC >>7 


4 


Effective diuretic therapy by oral administration is now made possible by MERCLORAN. 
One emplet three times daily, equivalent to 30 mg. mercury, is usually sufficient to keep cardiac 
patients free from oedema. Where more intensive treatment is needed MERCLORAN, 
being well tolerated by the majority of patients, can be taken more often and in increased 
doses. The need for injection is thus frequently eliminated 


often desirable to initiate treatment parentera in whi 


compound MERCARDAN (meralluride Sodium U.S.P 


IN BOTTLES OF 25 AND 250 EMPLETS 
R F LO RAN (Enteric coated tablets) 
ann MERCARDAN For PARENTERAL USE 
CHLORMERODRIN N.N.R 


. 4h 
* e+ PARKE,DAVIS &COMPANY,LTD, (Inc. U.S.A.) HOUNSLOW, MIDDLESEX. Telephone: Hounslow2361 
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Just a sip of water... 


How patients dislike the huge draughts 

of water that must be taken with ordinary, 

less soluble sulphonamides. Yet, when 

Urolucosil is prescribed for B.coli infections of the 
urinary tract, fluids are unnecessary —even undesirable. 
For Urolucosil is highly soluble and very little is 
converted into the insoluble, inactive acetylated form. 
Excretion is rapid without the risk of crystalluria. 
The high urinary concentrations so quickly achieved 
make Urolucosil suitable for urinary tract infections 
—and yet permit minimal doses to be given. 


Thus side-effects are seldom observed. 
ACTIVE PRINCIPLE : Sulphamethizole 100 mg. 
DOSE: IJ tablet 4-hourly. 


PACKING : In bottles of 25, 250 and 1,000 tablets. 


Urolucosil is a S.1V Poison, not subject to Purchase Tax. 


URO LUCOSIL 


WILLIAM R. WARNER & CO. LTD., POWER ROAD, LONDON, W.4. 
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* Penicillin levels x 10! 


*Benemid’ increases penicillin plasma levels by up to 10 times. The 

combination of the new drug ‘Benemid’ with potassium penicillin G in 

*‘PENBENEMID?’ provides a convenient oral dosage form giving penicillin 

levels which are 

(1) COMPARABLE to those obtained with intramuscular penicillin 
and 

(2) SUSTAINED much longer than is the case with other oral penicillin 
preparations 


The oral penicillin of choice... 


*<‘Penbenemid’-250 


TABLETS —‘BENEMID’ WITH POTASSIUM PENICILLIN G 


*‘Penbenemid’- 250 Tablets have an increased penicillin content. The 
inclusion of ‘Benemid’ ensures sustained blood levels hitherto 
unobtainable by the oral route. 

Each tablet contains 250,000 units Potassium Penicillin G with 0.25 G 
*‘Benemid’. Supplied in bottles of 12 tablets. 


ste The ORAL penicillin preparation giving 
sustained blood levels comparable to those 
obtainable with intramuscular penicillin 


Literature gladly sent on request. 


MERCK-SHARP & DOHME LIMITED, HODDESDON, HERTS. 


*Benemid’ and *Penbenemid’ are Registered Trade Marks. 
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is all very well as a means of forgetting a few debts, or 

a wife or two. But, even there, the acne sufferer will find 
himself unable to forget the embarrassment which caused his 
flight. In fact, despite the Legion’s great qualities, as a 
treatment for acne it smacks of ‘ shot-gun’ therapy. 


Although ‘ Eskamel’ is an unromantic alternative it does, 

at least, improve the patient’s appearance while treatment is 
proceeding. Moreover, its maximum effect is exerted not in 
the six years of a Legion engagement, but in a matter of days. 


‘ESKAMEL’ for acne 


For cost to N.H.S., see latest M. & J. list sent out November, 1955 
SMITH, KLINE & FRENCH INTERNATIONAL CO. 
represented by 
MENLEY & JAMES, LIMITED, COLDHARBOUR LANE, LONDON, S.E.5 
Tel: BRixton 7851 


*‘ESKAMEL' is a registered trade mark Obtainable in the Republic of Ireland 


EMP25 
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Epilepsy... 





Total or partial relief in a high percentage of patients suffering from 


* Grand Mal 
* Jacksonian Seizures 
* Psychomotor Equivalents 


is made possible by the use of 


MESONTOIN 


Each tablet contains 0.1 g. Methoin B.P 
Average dosage : 2-6 tablets daily 


or 


HYDANTAL-SANDOZ 


Each tablet contains 0.1 g. Methoin B.P. and 0.02 g. Phenobarbitone B.P 
Average dosage: 2-4 tablets daily 


N so2 


Literature and samples available on request 


SANDOZ PRODUCTS LIMITED 


134 WIGMORE STREET, LONDON, W.1 
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— Relieving 
| the bronchial tree 
in asthma 


*ASMAC’ TABLETS are formularized to 
provide symptomatic relief of the bronchial 

tree both during actual dyspnoeic attacks of 

bronchial asthma, and duripg remissions 





~ 

















‘Asmac’ Tablets combine in a single prescription 
‘ official’ drugs recognized for their reliability to 
effect mental sedation, decongestion, expectora- 
tion and bronchodilatation. 


PACKS AND COST TO PHARMACISTS 
Standard Tube of 20: 3/-. 
Dispensing Bottles: 100, 12/-; 500, 52/6; 
1,000, 102/6. 


A. WANDER LIMITED, 
42 Upper Grosvenor Street, 
Grosvenor Square, London W.! 
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Formula (each Tablet) 

0.03 g (0.46 grain) 
0.02 mi. (0.34 minim) 
0.015 g (0.23 grain) 
Caffeine B.P. _ . F , 0.10 g. (1.54 grains) 
Theophylline with Ethylenediamine B.P 0.15 g. (2.31 grains) 

Pi, Si, S4, 
Permissible on N.H.S. scripts 


Allobarbitone B.P.C, . : 
Liquid extract of Ipecacuanha B.P 


Ephedrine Hydrochloride B.P 
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VIMALTOL 


A QUALITY PRODUCT OF 
MODERN 
NUTRITIONAL SCIENCE 


IMALTOI is a concentrated 

vitamin food, formulated by and 
prepared under the control of the 
*Ovaltine* Research Laboratories 
which are actively investigating prob- 
lems in nutrition and dietetics. They 
bring to its manufacture a high 
degree of scientific knowledge and a 
meticulous standard of hygiene 


‘Vimaltol’ contains malt extract, 
veast, halibut liver oil and iron 
Every ingredient used is rigidly tested 
for purity and quality, the final pro- 
duct being accurately standardized 
for vitamin content 


In addition to its vitamins, *Vimaltol’ 
provides valuable nutrients of un- 
doubted assistance to infants, fast- 
growing children, nursing mothers 
and to those whose diet is inadequate 
or unbalanced. It helps to build up 
strength, weight and the natural 
powers of resistance. ‘ Vimaltol” is 
highly palatable-a decided advantage 
when recommending it for children 


. <6 FF 
A Product ie ke of the *Ovaltine’ Research Laboratories 


M376 


Samples 
on physicians’ request 
to Medical Department 


A. WANDER LIMITED 


42 Upper Grosvenor Street, 
Grosvenor Square, London, W.1, 
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Free to breathe again... 


succinctly expresses the relief of the asthmatic subject who uses 
“Neo-Epinine’ preparations. In the majority of patients ‘ Neo-Epinine’ 
Compressed Products sublingually or No. 1 Spray Solution by oral 
inhalation will rapidly relieve the attack. The intractable case will 
probably require No. 2 Compound Spray Solution, which is more 
potent and longer acting. ‘Neo-Epinine’ Compressed Products, 
20 mgm., are available in bottles of 25, 100 and 500 ; ‘ Neo-Epinine’ 
No. 1 Spray Solution and No. 2 Compound Spray Solution each in 
bottles of 10 c.c. 


ISOPRENALINE SULPHATE 





-in bronchial asthma 


bral BURROUGHS WELLCOME & CO. (The Wellcome Foundation Lud.) LONDON 
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“You ve got to give them something to rub on, old boy 
| often wonder if it isn't just the massage that relieves the pain.” 


“There’s been some work published on that,” comparing the effects 
of medicated creams with an inert control cream 


in soft tissue rheumatism.’ 
“Never saw the papers—but | bet the inert cream came out of it pretty well.” 
“Not so well as you might think—and surprisingly enough, 

of all the so-called active principles tried, 

a salicylate gave the best results.” 


Counter-irritant, eh ? 


“No—a new salicylate, diethylamine salicylate, 
capable of free skin penetration and not irritating at all.” 


“That's a new idea, isn't it? Local salicylate therapy. | always start patients off on salicylates by mouth 
for rheumatic pain. Usetul to be able to put it through the skin at the site of the pain 
What's this stuff called? 


mT AY? || 








non-irritant, skin penetrating salicylate 
for the relief of rheumatic pain by inunction 


Full literature and samples gladly sent on request to the manufacturers 


E.G.H. LABORATORIES LTD, PERU STREET, SALFORD 3, LANCS 











LXXVIII THE PRACTITIONER 


























FIVE YEARS’ 


PROVEN EFFECTIVENESS 


° 
in general practice 

Over five years’ usage in general medical practice 
throughout the world has established Chloromycetin® 
as today’s foremost broad spectrum antibiotic. 
Chloromycetin is unrivalled for the effectiveness 

and rapidity with which it is absorbed following 

oral dosage. This coupled with its outstanding 

tissue diffusibility, results in swift, consistent 

clinical response and provides the flexibility of 
treatment desirable for varying conditions. Development 
of resistance by the common pathogens during 
Chloromycetin therapy is extremely rare and the 

facility with which it is absorbed accounts for the low 
incidence of gastro-intestinal upset. 





*Trade Mark 


loromycetin 


THE ORIGINAL CHLORAMPHENICOL 


CHLOROMYCETIN CAPSULES * SUSPENSION CHLOROMYCETIN PALMITATE 
Chloromycetin Ophthalmic » Chloromycetin Ophthalmic Ointment 
Chloromycetin Cream 1%, + Chloromycetin Ear Drops 10% 
Chloromycetin Intramuscular « Chloromycetin Topical 5% 

Chlorstreptin Capsules and Suspension 





PARKE, DAVIS « Company Led. (inc. U.S.A.), Hounslow, Middlesex Tel.: Hounslow 236/ 
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THE MONTH 


THE impact of therapeutic advances on diseases of the central nervous 
system is well illustrated in our symposium on ‘neurology’ this month. 
Both tuberculous meningitis, until recently an invariably 
The fatal disease, and neurosyphilis have now been brought 
Symposium under control by the antibiotics. Paraplegia, which at one 
time was synonymous with a life of misery and recurring 
urinary infection, is now compatible with a life of reasonable comfort and 
activity. Multiple sclerosis, however, still presents a majér problem. Much 
has been learned about its course and origin, but the precise cause is still 
unknown. In some ways it presents the major challenge to the neurologists 
of today. Cure is not possible, but much can be done to alleviate the lot 
of the patient in many cases. The other three articles in the symposium deal 
with conditions which every practitioner meets regularly in his practice: 
cerebrovascular accidents, vertigo, and migraine. Indeed, the infinite variety 
of general practice is probably nowhere better demonstrated than in the 
clinical problems ranging from the dramatic picture of a major cerebral 
hemorrhage, through the recurring and often devastating headache of the 
migrainous subject, to the differential diagnosis of the highly strung neurotic 
patient who complains of those ‘odd feelings’ that have to be distinguished 
from vertigo. At one time the diagnosis of these conditions was primarily 
of prognostic value. Now the therapeutic implications of a correct diagnosis 
are assuming ever-increasing importance and thus make it more than 
ever essential that the practitioner should be able to diagnose the condition 
correctly and at an early stage. 


THE new Minister of Health, Mr. R. H. Turton, assumes office at one of 
the most critical periods in the history of medicine in this country. He has 
the advantage over his predecessor of having served a long 

The New apprenticeship in the House of Commons, but he will require 
Minister all his parliamentary skill if he is to reassure the medical 
profession that professional freedom is to be respected. The 
Government’s inept handling of the heroin ban was a disturbing revelation 
of how little there appears to be to choose between the two major political 
parties in this fundamental problem of the right of the individual doctor 
to practise medicine according to the traditions which have always governed 
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the healing art in Western civilization. The late Minister may plead that 
in both the heroin controversy and the question of prescriptions for private 
patients he acted on the advice of his official advisers, but it was made 
abundantly clear to him that these advisers did not represent the general 
consensus of opinion in the profession. It is this apparent lack of under- 
standing of professional standards, expressed even more brutally by Lord 
Woolton in his speech on heroin in the House of Lords, that has caused such 
consternation among the doctors of the country. 

A Minister must obviously be guided by his advisers on technical matters 
but if he is a statesman he will not be dictated to by them. The time has 
gone for specious promises. What the profession now requires is a practical 
demonstration of whether or not the present Government is prepared to 
safeguard the essential freedoms of the practitioner. ‘There are two means 
by which the new Minister can do this. One is to take the necessary steps 
to allow private patients to receive their prescriptions under the National 
Health Service. The other is to refer the whole question of heroin to the 
Royal Colleges, the College of General Practitioners, and the British 
Medical Association for an opinion. Statesmanship of the highest quality 
is called for if the citizens of this country are to be preserved from becoming 
mere ciphers in the impersonal files of Savile Row. In welcoming the new 
Minister to his onerous task it is in the hope and belief that he possesses 
such statesmanship and will demonstrate it in a practical manner before the 


year is far spent. 


THE statutory registration of births, deaths and marriages was introduced 
in Scotland on January 1, 1855. ‘To commemorate the occasion, the recently 
published 1ooth annual report of the Registrar General for 

A Scottish Scotland devotes a special section to the changes which have 
Centenary occurred during this century. The population has increased 
from just under 3,000,000 to over 5,000,000, but its distri- 

bution has changed radically. The crofting counties have now only 5 per 
cent. of the population, compared with 13 per cent. in 1855. ‘The number 
of children per marriage has fallen from over six in 1855 to 2.5 in 1954, 
whilst the birth rate has fallen from 31.3 per thousand to 18 per thousand. 
On the other hand, the expectation of life at birth has risen from 41.9 to 
65.5 for males, and from 44.4 to 70.5 for females. Causes of death have 
changed dramatically. In 1855, one child in every eight died before attaining 
one year of age, compared with only one in every 32 today. The epidemic 
diseases, such as smallpox, cholera, typhoid and typhus fevers, scarlet fever, 
measles and diphtheria, killed over 10,000 people in 1855, compared with 
only 35 in 1954, and only one of these deaths was due to diphtheria. The 
proportion of people over 65 has risen from 48 in every thousand to 102 
in every thousand. ‘Two somewhat unexpected findings are that the number 
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of fatal accidents in proportion to population was higher in 1855 than in 
1954, and that the percentage of females working was much the same in 
1855 as it is today. 

Sanitation has undergone a complete metamorphosis. In 1855, water 
closets and baths fed by running water were practically unknown. By 1951, 
all but 4.5 per cent. of the households in Scotland had an indoor water 
supply, whilst 65.6 per cent. had a W.C. of their own and 28.9 per cent. 
shared one with one or more other households. Baths are now installed in 
56.9 per cent. of households. In spite of all these improvements, in both 
health and housing conditions, Scotland is maintaining its traditional role 
of supplying a steady stream of emigrants. Since the turn of the century 
the loss of population by emigration has been over 1,100,000, or 24.7 per 
cent. of the total 1901 population. ‘The comparable loss for the period, 
1861 to 1901, was 480,000, or 15.8 per cent. of the 1861 population. In the 
year ended June 30, 1954, 12,000 people went overseas, and g2 per cent. 
of these were under the age of 45. ‘The high road to England or other 
countries still seems to have more attractions for the Scotsman than the 
road to the Isles. 


Ir Lewis Carroll had not suffered from migraine would the world have 
been deprived of one of the classics of English literature? Such at least is 
the intriguing possibility suggested by J. ‘odd (Canadian 

Migraine Medical Association Journal, 1955, 73, 701) in reporting six 
and Alice cases of what he describes as ‘the syndrome of Alice in 
Wonderland’. ‘The purpose of his article is to draw attention 

to the fact that ‘bizarre disturbances of the body mirror’, well recognized 
to occur in epileptic subjects, also occur in certain migrainous subjects and 
their families. In the textbooks these disturbances lurk under the repellent 


names of hyperschematia, hyposchematia, derealization, depersonalization, 


and somatopsychic duality. In Lewis Carroll’s masterpieces they are mani- 
fested by Alice in her dreams as being tall or short, addressing herself as 
though she were two persons, or puzzling over her own identity. 

The similarity between the complaints of Todd’s patients and Alice’s 
experiences is indeed striking. His case 2, for instance, a man aged 40, who 
had had migraine for many years, complained of sometimes feeling that he 
was eight feet tall, but at other times he felt that he had shrunk to a mere 
three feet. Not infrequently he felt that objects appeared unusually small or 
unusually large. His case 5, a woman aged 43, with ‘classical migraine’, 
experienced ‘an illusory recession of her bedroom wall, with the result that 
she seemed to be standing in a long narrow corridor’. ‘Todd points out that 
these symptoms may precede, accompany, or entirely replace, the better- 
known manifestations of migraine or epilepsy. Although these patients 
never lose sight of the illusory nature of their symptoms, these may be 
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so vivid as to induce them to glance in a mirror or shop window to check 
their height. As an explanation of the infrequency of references in the 
literature to the subject, it is suggested that the patients are reluctant to 
‘discuss symptoms so far removed from normal experience’. In Todd’s 
experience, ‘the anxiety of these patients can be appreciably lessened by 
an assurance that their symptoms are not necessarily the prelude to 
insanity’. There will also be many who will agree with him that ‘the 
revelation that Lewis Carroll suffered from migraine arouses the suspicion 
that Alice trod the paths and byways of a Wonderland well known to her 


creator’. 


A SHORT note in our small, but discriminating, contemporary, 4 Monthly 
Bulletin, recalls the old use of hops (Humulus Lupulus) as a sedative. A 
traditional remedy for sleeplessness was a pillow stuffed 

Hops for the with hop flowers. “The secret’ was said to lie ‘in not 

Sleepless packing too tight, so that the fragrant pillow yields deli- 
ciously to the ear’. This was one of the methods used in 
treating George III during his relapses into insanity, and it is said that 
Cockney hop-pickers are still convinced that ‘the powerful odour of the 
hop-gardens lulls their infants to sleep’. The use of hops, in the more con- 
ventional form of beer, as a sedative dates back many centuries, and it is 
recorded of Francis Bacon that ‘his Lordship would often drinke a good 
draught of strong beer (March beer) to bedwards, to lay his working fancy 
asleep: which otherwise would keepe him from sleeping great part of the 
night’. 

This traditional attribute of hops persisted until quite recent times. 
Thus, the British Pharmaceutical Codex 1934 includes both lupulin, ‘the 
glandular trichomes separated from the strobiles of Humulus Lupulus’, and 
lupulus, ‘the dried strobiles of the hop plant’. Three preparations of the 
latter are listed: an extract, an infusion, and a tincture. Of the first two it 
is said that ‘they were formerly believed to be sedative, and were given in 
nervousness and hysteria, and at bedtime to induce sleep’. It is also noted 
that lupulus ‘is also made up into pillows, on the supposition that it induces 
sleep’. Lest this statement should be taken as approval, however, the com- 
pilers of the Codex cover themselves by adding: ‘any such action must be 
attributed to suggestion rather than to any effect of the volatile principles’. 
What the practising clinician will immediately ask is what difference it 
makes how a drug induces sleep so long as it does so safely without pro- 
ducing any ill-effect or habituation. Sleep is none the less sound, physio- 
logical and refreshing because it is produced by suggestion. Indeed, in this 
barbiturate-ridden age it might well be claimed that sleep induced by harm- 
less suggestion is more physiological than that induced by the potentially 
dangerous synthetic products of the present day. 














MULTIPLE SCLEROSIS 


By DOUGLAS McALPINE, M.D., F.R.C.P. 


Consulting Physician for Nervous Diseases, The Middlesex Hospital, and 
Maida Vale Hospital for Nervous Diseases 


For the general practitioner the recognition and management of an early 
case of multiple or, as it used to be known, disseminated, sclerosis present 
difficulties for the following reasons: first, the apparent rarity of the 
condition ; secondly, the failure of many patients to report early symptoms; 
thirdly, uncertainty as to diagnostic criteria and, lastly, the generally held 
belief that, though early symptoms tend to clear up, increasing disability 
is inevitable, and treatment useless. 

With regard to the prevalence of the disease in Great Britain, multiple 
sclerosis now ranks highest among the chronic organic disorders of the 
central nervous system. From recent surveys of Northern Ireland (Allison 
and Millar, 1954) and of Northern Scotland (Dr. John Sutherland, personal 
communication) it is apparent that in these parts of our islands 1 in every 
1000 to 1,200 adults is affected by it. The figure for England and Wales is 
probably only a little behind this one. Turning to prognosis, it has been 
estimated that the average duration of life of these patients exceeds twenty 
years and, of those patients who have had the disease for fifteen years, 
roughly one in every eight may be leading a normal or relatively normal life. 
It is the patient with frequent relapses and increasing disability who comes 
chiefly to our notice, whereas we tend to lose sight of those, possessing good 
resistance, in whom relapses are mild or infrequent and may even cease. 

The purpose of this article is to indicate present views on etiology, to 
discuss early symptomatology, and to advocate a positive attitude towards 


the treatment of the early case. 


CURRENT VIEWS ON ETIOLOGY 
After much speculation for more than half a century, it would now appear 
that the etiological problem, so far as it concerns extraneous factors, is 
becoming narrowed to the consideration of two theories: the ‘infective’ and 
the ‘allergic’. With regard to the first, many attempts have been made to 
prove experimentally that multiple sclerosis is due to a specific bacterial 
agent, but so far without success. These negative results do not, of course, 
finally exclude this possibility but they have influenced recent opinion in 
the direction of the so-called allergic theory. This presupposes that at some 
time in the patient’s life certain elements in the nervous system become 
sensitized and, after a latent interval that could theoretically be weeks, 
months or years, the first symptom of the disease appears, sometimes 
‘triggered off’ by one or more precipitating factors. The allergic theory of 
the disease is at present based on indirect evidence such as the occasional 
familial incidence, the nature and variety of the precipitating factors, the 
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abrupt onset and relapsing and remitting course, the occasional association 
with some other form of allergy and, lastly, the changes in the cerebrospinal 
fluid. 

Many years may elapse before this theory is proved or refuted. Mean- 
while, speculation as to possible sources of allergen suggests that, since 
these are not infrequently derived from bacteria, it may well be that in some 
cases of multiple sclerosis at least an infection, possibly banal, may be an 
important link in the chain of events leading up to the appearance of 
symptoms. A consideration of its natural history suggests that multiple 
sclerosis may not be due to a single cause but to the interplay of a number 
of factors. 

The genetic factor.—It is only in recent years that a familial tendency to 
develop multiple sclerosis has been recognized. In England (Pratt, Compston 
and McAlpine, 1951) and in Northern Ireland (Millar and Allison, 1954), 
the familial incidence is approximately 6.5 per cent., whilst in Northern 
Scotland the figure is higher, exceeding 10 per cent. in the Orkney and 
Shetland Islands (Sutherland, personal communication). It has been esti- 
mated that the risk of a sibling of a patient with multiple sclerosis con- 
tracting the disease is at least ten times greater than in a control population. 
The occurrence of the disease in more than two generations is a rarity, 
and therefore it is not hereditary. 

Precipitating factors.—TYowards the end of last century attention was first 
drawn to the possible role of certain conditions precipitating the onset of 
symptoms. Recent studies have emphasized the importance of this aspect 
of the problem in relation to etiology and treatment. Careful inquiry will 
show that not infrequently one or more of the following may be associated 
with the onset or a relapse: a lowered state of general health, an infection 
(usually of the upper respiratory tract), over-exertion and fatigue, trauma, 
and an emotional shock. These factors are not ‘causal’ but in some patients 
they would appear to act as ‘triggers’, causing some alteration in areas of 
white matter already involved by the disease (McAlpine, Compston and 
Lumsden, 1955). 

EARLY SYMPTOMATOLOGY 
No disease presents less difficulty in diagnosis than multiple sclerosis when 
a history of relapses and remissions and clinical evidence of multiple 
lesions are obtained; on the other hand, when a patient presents with a 
single neurological symptom its significance may be difficult to grasp. 

Type of onset and duration of early symptoms.—Characteristic of the usual 
relapsing and remitting form is the abrupt manner in which symptoms 
first appear. In a series of 219 early cases it was found that in 38 per cent. 
symptoms at the onset reached their maximum intensity in minutes or 
hours. The duration of early symptoms is variable. The term ‘transitory’ 
or ‘short-lived’ is usually interpreted as meaning a period of days, or a week 
or more. In patients presenting with undoubted signs of the disease, how- 
ever, a history of one or more attacks of blurred or double vision, giddiness 
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or numbness in a limb, lasting only hours or even minutes, is not unusual. 
In striking contrast to these brief episodes are the insidious onset and slow 
progression of paresis in the spinal, or progressive, form of the disease. 

A recent analysis of 309 cases admitted to the Middlesex Hospital, 
showed that a monosymptomatic onset occurred in 63 per cent., i.e. only 
one symptom was noticed by these patients during the initial attack. In 
descending order of frequency they signified: retrobulbar neuritis (21 per 
cent.), paraesthesia (17 per cent.), motor weakness, usually of one or both 
lower limbs (14 per cent.), diplopia (7 per cent.) and vertigo or vomiting 
(5 per cent.). A history suggesting a cerebellar type of ataxia at onset was 
found in roughly five per cent. of this series, but with few exceptions it was 
accompanied by other symptoms (McAlpine, 1955). 

Retrobulbar neuritis.—The characteristic history of this condition is well 
known, with its abrupt onset of blurred vision often preceded by pain over 
or in the eye, and followed by a rapid extension of a central or paracentral 
scotoma so that, within two or three days, vision is seriously impaired. Less 
easily recognized are mincr degrees of visual disturbance: a blurring or 
haziness lasting minutes, hours, or a few days, and tending to recur. These 
attacks may be brought on by unusual exertion or by an emotional upset; 
a fact of importance in diagnosis. Further points about acute retrobulbar 
neuritis require emphasis. First, multiple sclerosis is without doubt the 
commonest cause; secondly, contrary to many statements, the condition is 
not uncommonly bilateral; thirdly, temporary attacks of blurred vision may 
be followed occasionally by a progressive deterioration in vision; on the 
other hand, the condition may appear with dramatic suddenness. Lastly, 
temporal pallor of an optic disc, a sign of major importance in diagnosis, 
may be found in the absence of a previous history of impaired vision. 

Paresthesia.—These are initially referred to lower limb, upper limb, 
trunk, buttock area and face in that order of frequency. They are commonly 
due to one or more plaques in the spinal cord, the posterior columns being 
the site of predilection. A pins and needles sensation followed by numbness 
or a dead feeling, lasting a few hours or days, may be the only symptom; 
but, when the function of the posterior columns is further disturbed, the 
affected part, usually a hand or foot, may become awkward, clumsy and 
useless. A feeling of constriction, like a band, or of a swelling, or more 
rarely an unawareness of a part of a limb, are amongst other symptoms 
occasionally associated with severe disturbance of proprioceptive fibres. On 
the other hand, a feeling of warmth, or of coldness, or dampness, usually 
referred to one lower limb, is indicative of a plaque in the opposite spino- 
thalamic tract. 

Pain, aching or sharp in character and referred to a limb or the back, 
may occasionally precede or accompany the onset of paresthesia, thus sug- 
gesting a root or peripheral nerve lesion. A sensation of an ‘electric shock’ 
down the back, or into one or other leg, when the head is bent forward 
(the ‘electric sign’), occurs in this disease more commonly than in any other 
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pathological condition affecting the cervical cord. Two further points regard- 
ing the paresthesia of multiple sclerosis require emphasis. First, their 
tendency to spread either locally, for example from the little and ring 
fingers and inner aspect of the hand to the remaining fingers and the rest 
of the hand, or widely, from an upper limb to the trunk and lower limb 
on the same side, or in the reverse direction. This type of spread does not 
take place in a haphazard fashion, but is determined by the anatomical 
arrangement of the sensory fibres in the spinal cord. Secondly, there is a 
tendency for paresthesia to occur symmetrically: for example, in both 
lower or upper limbs, a distribution which may readily suggest a peripheral 
neuritis. When sensory symptoms are mild in degree superficial sensation 
may be little, if at all, disturbed; but when the patient complains that the 
hand is clumsy or useless, and the leg numb and out of control, there will 
be inaccuracy in replying to passive movements of fingers or toes, and 
appropriate tests will bring out sensory ataxia. Faulty two-point discrimina- 
tion in the fingers, and diminished or absent vibration sense in the lower 
limbs, are the most reliable proof of a recent or old posterior column plaque. 
Hypersensitivity of the skin is not unusual, whilst an impaired appreciation 
of thermal stimuli in one lower limb is indicative of a spinothalamic plaque. 

Motor symptoms and signs.—As with paresthesiz the significance of a 
‘tiredness’, a ‘heaviness’, a ‘stiffness’ in a lower limb or a tendency to 
‘catch the toes’, may not be easily appreciated, particularly if the patient 
states that he or she only notices the symptom when walking some distance 
or when hurrying, and that with a short rest walking becomes normal. In 
most textbooks an extensor plantar response still retains its traditional place 
in the diagnosis of this disease. In the early stages, however, plaques may 
be confined to the optic nerves, to the dorsal half of the brain-stem or to 
the posterior columns; in these circumstances pyramidal signs may be 
difficult to establish, or may even be absent. An increase in the deep reflexes 
on the two sides, diminished or easily fatigued abdominal reflexes and an 
equivocal plantar response, especially if occurring unilaterally, should be 
accepted as sufficient proof of a lesion in the pyramidal pathway, even though 
no objective evidence of paresis can be found. Depression or absence of a 
tendon reflex, usually in an upper limb, sometimes associated with an 
increase in the remaining reflexes in that arm and in the homolateral lower 
limb, is a not uncommon finding. 

Brain-stem signs.—Multiple sclerosis is a common cause of double vision 
appearing between the ages of 15 and 45; it is usually due to paresis of the 
6th nerve. As with other early symptoms, its duration may be variable; 
again, I would emphasize the importance of recognizing short-lived and 
sometimes recurrent attacks of diplopia. 

On occasions the first symptoms of the disease are caused by a plaque 
in the floor of the fourth ventricle resulting in the sudden onset of vestibular 
symptoms. One may meet with all gradations of vertigo, ranging from the 
dramatic description of objects moving round or up and over, to the minor 
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degrees of so-called ‘ship deck’ sensation or of momentary attacks of sub- 
jective or objective movement. Vomiting may occur with these attacks of 
vertigo, but may also be the only symptoms of a lower brain-stem plaque. 
Temporary deafness is by no means a rarity. Of early brain-stem signs, 
nystagmus retains its classical importance in the early diagnosis of this con- 
dition. Intention tremor or ataxia of cerebellar origin is much less common 
in the opening phase of the disease. 


DIAGNOSIS 

In a suspected case the value of a carefully taken history cannot be over- 
stressed. By well-directed questions the past history should be probed for 
any previous episodes. Special care should be taken to avoid labels such as 
‘eyestrain’, ‘bilious attacks’, ‘neuritis’ and ‘nervous bladder’ in a young 
person complaining of blurred or double vision, giddiness and vomiting, 
tingling, numbness or tiredness in a limb, or frequency and precipitancy 
of micturition especially when such symptoms are temporary. Even though no 
alteration in vision, sensation, or reflexes can be clearly established, it is 
well to label the case as ‘multiple sclerosis (suspect)’ and obtain the opinion 
of a neurologist, requesting that the patient should be admitted to hospital 
for lumbar puncture if the possibility of early multiple sclerosis cannot be 
dismissed. (The cerebrospinal fluid shows at least one abnormality in 
approximately 70 per cent. of cases.) Whether or not the diagnosis is con- 
firmed, the patient should be asked to report without delay if the same 
symptom recurs or a fresh one appears. 

Presenting special difficulty in diagnosis is the spinal or progressive para- 
plegic form of the disease, with its onset usually after the age of 40. An 
episode of temporary numbness or of incontinence of urine, and the 
presence of any of the following—nystagmus, temporal pallor of a disc, 
dysarthria or a positive Lange colloidal gold curve in the spinal fluid—are 
all important in diagnosis. In a case of progressive paraplegia if there be 
no evidence of a lesion outside the spinal cord first consideration must 
always be given to the possibility of compression, more especially if a sensory 
level persists and the only abnormality in the cerebrospinal fluid is a rise 
in the protein figure. Myelography may be necessary to exclude this possi- 
bility. A further difficulty in diagnosis arises from the fact that cervical 
spondylosis, a relatively common condition, may be associated with spinal 
cord signs. Not only may these two conditions be readily confused but they 
may occasionally coexist in the middle-aged. Here again, myelography may 
be helpful, especially when the Lange colloidal gold curve is normal. 


TREATMENT 
Until more is known about its etiology, multiple sclerosis should be regarded 
as a constitutional disease in which the ‘target area’ happens to be the 
central nervous system. Accordingly, any method of treatment which does 
not consider the patient as a whole is unsound. Leaving aside the unusual 
spinal form of the disease, whose progress is slow but relentless, it may be 








128 THE PRACTITIONER 


said that the ultimate fate of each individual patient is determined by the 
frequency and severity of relapses during the first ten years or so. It is 
therefore of prime importance that during this crucial period every effort 
should be made to build up and maintain resistance. There are three ways 
in which this can be attempted (McAlpine, Compston and Lumsden, 1955). 
First by the proper use of rest. This simple measure is probably as im- 
portant in the active phase of multiple sclerosis as it is in acute poliomyelitis. 
Depending upon the severity of symptoms at the onset or during a relapse, 
rest in bed for a week up to several weeks should be insisted upon, prefer- 
ably in hospital under the care of a neurologist. This should be followed 
by a period of rehabilitation and convalescence varying from one to several 
months. Secondly, by correcting so far as possible physical and psycho- 
logical factors which may directly or indirectly increase the risk of a relapse. 
Investigation of the general health should be based on any leads given by 
a careful scrutiny of the recent and past medical history, special attention 
being paid to possible sources of infection: i.e. tonsils, teeth, and nasal 
sinuses. Causes of fatigue and anxiety at work and in the home should be 
sought and eliminated so far as possible. Thirdly, a positive effort should 
be made to maintain a good standard of general health. 

Unfortunately no drug is known that can be relied upon to modify acute 
symptoms or prevent relapses. Among those under trial in recent years have 
been vasodilators and corticotrophin; neither has proved of real value. The 
latest drug to receive attention is isoniazid, but preliminary results of recent 
trials in three centres in England and in one in Northern Ireland do not, 
on the whole, suggest that it will prove effective in influencing the course 
of the disease. For the time being therefore we must rely on older forms 
of medical treatment, among which arsenic has long held a place. Four 
courses of intravenous neoarsphenamine a year (each course consisting of 
an initial dose of 0.3 g. and three doses of 0.45 g.) should alternate with 
arsenical solution B.P. (Fowler’s solution), 3 minims (0.2 ml.) thrice daily, 
omitting one week in four. Such treatment, if kept up for five years or 
more, does not prevent relapses but in my experience may modify both 
their duration and frequency, provided it is given early in the disease before 
signs become established. Unfortunately, patients with multiple sclerosis do 
not always tolerate these injections. As an alternative, an antihistamine, 
such as promethazine hydrochloride in doses varying from 75 to 125 mg. 
daily, should be given regularly along with Fowler’s solution. 

Any type of intercurrent infection should be regarded as a potential cause 
of a relapse and be treated by a few days in bed and, when necessary, by 
an antibiotic. 

The lack of an effective remedy for multiple sclerosis affords an excellent 
opening for those who practise unorthodox medicine. Under this heading 
may be mentioned the following: the use of an autogenous vaccine (largely 
composed of diphtheroids), raw vegetables, and ‘radiodiathermy’ to the 
pituitary gland. The general practitioner must protect a patient with 
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multiple sclerosis from this type of useless, sometimes harmful and often 
costly, treatment. 

With regard to the future, the problem created by multiple sclerosis is 
in some ways similar to that of the patient with pulmonary tuberculosis, 
for whom the outlook was gloomy until the importance of prolonged rest 
and sanatorium treatment was realized. If a similar attitude of mind 
were adopted to the multiple sclerosis patient, less disastrous results 
would be seen. 

Bearing in mind the advances made in the diagnosis and treatment of 
many medical diseases and the scope of research work now being carried 
out in the field of multiple sclerosis in this and other countries, particularly 
the United States of America, it would seem justifiable to hope that not 
only will there become available a laboratory method for diagnosis but that a 
form of drug therapy will be found which, if used in the early stage of the 
disease and over a number of years, will prevent relapses and so reduce 
substantially the risk of severe disability. 

Advice to the patient and relatives.—Formerly every effort was made to 
keep the multiple sclerosis patient in ignorance of the diagnosis and as a 
rule this policy should be followed in the case of the young unmarried 
adult. With the increased publicity given to the disease in recent years, 
however, many patients become aware of the diagnosis and of the probable 
course of events. It is therefore better to give a rational explanation of 
symptoms: an analogy with the known allergic disorders is helpful in afford- 
ing an opportunity of explaining the part that may be played by intercurrent 
infections, overfatigue and emotional stress in causing relapses and of the 
necessity of prolonged treatment, with rest in bed if symptoms recur. 

Opinion as to the part played by pregnancy in aggravating the disease 
has become modified in recent years. In giving advice on this subject the 
general practitioner should recommend that pregnancy be postponed until 
the disease has been quiescent for at least two years. If this rule be observed 
the risk of relapse is slight, provided that during the last few months ade- 
quate rest is ensured along with freedom from worry. The risk, such as it 
is, arises not so much from the confinement as from fatigue attendant on the 
care of the baby during the first three or four months. An extra week in 
hospital following delivery and effective help in the house are the best safe- 
guards against relapse. 

Finally, when talking to relatives or the patient, the general practitioner 
should avoid giving the impression that this is always a progressive disease 
for which there is no treatment. 
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By SIR CHARLES SYMONDS, K.B.E., C.B., D.M., F.R.C.P. 
Consulting Physician for Nervous Diseases, Guy's Hospital; Consulting 
Physician, National Hospital for Nervous Diseases, Queen Square 


THE important cerebrovascular accidents are subarachnoid hzmorrhage, 
cerebral hemorrhage and infarction, and internal carotid thrombosis. 


SUBARACHNOID HH MORRHAGE 

This subject will be considered first for two reasons. First, the clinical 
symptoms are less obvious than those of the ordinary stroke and, second, 
the practical implications of the diagnosis may be of vital importance to 
the patient. By far the most common cause of subarachnoid hemorrhage 
is the rupture of an intracranial aneurysm (fig. 1). This may be fatal within 
a few hours or days, but when there is recovery from the initial episode 
recurrence is likely within a few weeks. The surgical treatment of intra- 
cranial aneurysms either by clipping or ligature of the neck of the sac 
when it is accessible, or by ligature of the internal carotid artery for an 
aneurysm in the course of this vessel or its branches when the sac cannot 
be dealt with directly, can save, or at least prolong, life in many cases. 

F.A., a woman, aged 31, was admitted to hospital under Mr. Wylie McKissock 
on November 3, 1953. Two months previously she had had a subarachnoid hemor- 
rhage. She had two further hemorrhages in the next two weeks. On examination 
she had a left-sided hemiparesis and a left homonymous hemianopia. At operation, 
on November 6, a hematoma was evacuated from the tip of the right temporal 
lobe and the aneurysm on the middle cerebral artery was excised. Postoperatively 
she improved and is now quite well apart from a left homonymous hemianopia. 
The arteriogram (Dr. James Bull) shows the aneurysm, and elevation of the middle 
cerebral artery by the hematoma (fig. 1). 

A less common cause of subarachnoid hemorrhage, but none the less 
important, is bleeding from an angioma. This carries less immediate risk 
to life, but the angioma if untreated is likely to bleed again and is liable 
to cause other disabling symptoms such as epilepsy, headache or paralysis. 
A fair proportion of these angiomas are of a size and situation which allow 
complete surgical removal and cure. 

If the leak is a large one the initial symptoms resemble those of an intra- 
cerebral hemorrhage, with sudden onset of headache, vomiting and loss of 
consciousness. The distinguishing feature of an uncomplicated subarachnoid 
hzmorrhage is the absence of hemiplegia. The illness, having begun with 
symptoms suggesting a stroke, goes on to present the features of meningeal 
irritation: headache, drowsiness and confusion, neck stiffness, and a positive 
Kernig’s sign. A rise of temperature, often occurring at the end of the 
second day, may add to the impression that the case is one of meningitis. 
Against this, however, is the dramatic suddenness of the onset. The diag- 
nosis in such cases is not difficult. If there is doubt it can, and should, be 
confirmed by lumbar puncture. In subarachnoid hemorrhage the cerebro- 
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spinal fluid is evenly bloodstained, and at any time after the first twelve 
hours, when the blood in the test tube has been allowed to form a deposit, 
the supernatant fluid is 


yellow. By contrast, in the 
case of a traumatic lumbar 
puncture the amount of 
blood is greater in the first 
than in the subsequent 
specimens, and the super- 
natant fluid is colourless. 
In many cases of subar- 
achnoid hzmorrhage the 
onset is less dramatic, the 
leak being smaller. ‘The 
initial symptom of headache 





or pain in the back of the 





Fic. 1.—Cerebral arteriogram showing aneurysm of head, though usually 
the middle cerebral artery, and elevation of the , r 
artery by a hematoma (Dr. James Bull). abrupt, is not then attended 


by loss of consciousness. 
Neck stiffness and vomiting in such cases may arouse the suspicion 
of meningitis or poliomyelitis. Sometimes the symptoms may be 
so slight that they are mistakenly diagnosed as influenza or ‘fibrositis’, and 
it is a not uncommon experience in reviewing the past history of a patient 
with an intracranial aneurysm to find an episode of subarachnoid hamor- 
rhage masquerading under one of these names. The suddenness and severity 
of the initial pain in head or neck should prevent such errors. Not that 
the onset of symptoms in subarachnoid hemorrhage is invariably sudden 
for there are cases in which there is a slow leak. These may be difficult. 
But in most cases the diagnosis should be clear enough from clinical 
reasoning: either to be self sufficient or demand lumbar puncture to 
dispel doubt. 

Once the diagnosis has been made arteriography should be done as soon 
as the patient is fit for it. Here arise problems which demand careful judg- 
ment. If the patient is within easy reach of a hospital with the necessary 
facilities the sooner he is admitted the better, although if he is improving 
it may well be decided to delay the investigation for a few days. But if 
admission to a suitable hospital requires a long ambulance journey the 
decision is not so easy. It is perhaps best answered in general terms. When 
from the onset there is persistent coma or rapid deterioration in the level 
of consciousness the issue is likely to be fatal whatever is done and any 
chance there may be of recovery will certainly not be improved by trans- 
portation. One should wait until the clinical evidence indicates pretty clearly 
that hemorrhage has ceased for the time being. It is unlikely that this will 
be clear enough until several days have elapsed, except when the symptoms 
have been so mild and transient that no problem really arises, 
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The treatment of subarachnoid hemorrhage in the early stages is simply 
rest and good nursing with relief of headache by analgesics. Opiates should 
not be given to any patient whose symptoms suggest increased intracranial 
pressure, but may be necessary occasionally to control severe pain and 
restlessness in a patient who is fully conscious. Lumbar puncture as a 
therapeutic procedure carries the risk which always exists when there is 
increased intracranial pressure. It should therefore be done only when 
necessary for diagnosis. Once the practitioner has achieved the safe transfer 
of the patient to a hospital, where arteriography can be done and can be 
followed by the appropriate surgical treatment when possible, his responsi- 
bility for this emergency is ended. It is, however, my impression that the 
diagnosis of subarachnoid hemorrhage is not infrequently missed because 
it is not thought of, and that when it has been made there is insufficient 
appreciation of the need for arteriography as soon as possible. 


CEREBRAL H4# MORRHAGE AND CEREBRAL INFARCTION 

The distinction at the bedside between cerebral hemorrhage and infarction 
—due to thrombosis or embolism—is often difficult. In either case the 
presenting symptoms as a rule are those of hemiplegia of sudden onset. 
Embolism is to be suspected when the stroke is very sudden with little or 
no disturbance of consciousness: evidence of endocarditis or auricular 
fibrillation confirms the diagnosis. Hemorrhage is usually associated with 
arterial hypertension. If, as often, it is massive there is an abrupt onset of 
coma with generalized flaccid weakness masking the hemiplegia, but in 
many cases of cerebral hemorrhage the onset is less rapid than this, the 
patient appreciating numbness or weakness of the affected limbs before 
consciousness is lost, and the interval may be half an hour or more. During 
this phase headache and vomiting are almost invariable, as one would 
expect with a rapidly expanding lesion, and the next phase is that of pro- 
gressive deterioration in the level of consciousness. The symptoms of 
cerebral thrombosis depend much upon the size of the vessel involved, as 
well as its situation. Occlusion of the middle cerebral trunk may cause 
hemiplegia and loss of consciousness quite as rapid in their onset as in 
some cases of hemorrhage, and it must be remembered that arterial hyper- 
tension and cerebral thrombosis are often associated. Occlusion of the 
smaller branches is likely to result in hemiplegia or hemiparesis without 
coma. 

To sum up, the diagnosis of a massive (usually capsular) hemorrhage is 
not difficult, nor is that of infarction from occlusion of the smaller cerebral 
arteries, but there is an intermediate group of cases in which the distinction 
on clinical grounds alone is difficult, and sometimes impossible. Lumbar 
puncture can solvethe problem, for in almost all cases of haemorrhage, and 
very few of infarction, there is blood in the cerebrospinal fluid but, as in 
a case of intracerebral hemorrhage withdrawal of cerebrospinal fluid is not 
without danger, it is best avoided save in special circumstances to be men- 
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tioned later. When clinical reasoning leads to the diagnosis of cerebral 
hemorrhage the initial treatment required is that for the comatose or semi- 





fa) (b) 


Fic. 2.—Cerebral arteriograms in case of cerebral hemorrage (Dr. James Bull) 


(a) Antero-posterior view, showing displacement of the anterior cerebral artery to 
the right 
(6) Lateral view, showing elevation of the middle cerebral artery due to a hematoma 


comatose patient: the maintenance of a free airway with the patient turned 
on his side, and turned from one side to the other at least two-hourly, fluid 
feeding by nasal tube until the swallowing reflex is present, and adequate 
amounts of penicillin. Most cases of capsular hemorrhage are rapidly fatal, 
but hemorrhage can occur in other regions, and this small group is .im- 
portant. If after a few critical days the patient emerges from coma with a 
residual hemiplegia, but symptoms of increased intracranial pressure 
headache, fluctuating drowsiness and occasional vomiting—are present, the 
possibility of an encapsulated hemorrhage in an accessible situation should 
always be considered, for good results have been obtained in such cases 
from surgical evacuation of the clot within ten days of the onset. The 
patient should therefore be admitted to a hospital where neurosurgery is 
available so that arteriography or ventriculography can be done, followed 
by an operation if the diagnosis is proved and the situation is favourable. 
By this means a patient may occasionally be saved from a disabling 
hemiplegia. 

W.W., a man, aged 54, was admitted to hospital under Mr. Wylie McKissock 
on March 31, 1955. Five days previously he had vomited and become drowsy. He 
was unable to speak and two days later it was noticed that he had a right hemi- 
plegia. On examination he was drowsy, aphasic, had a right homonymous hemianopia 
and a complete right hemiplegia; blood pressure was 160/100 mm. Hg. 

Arteriography showed a space-occupying lesion in the left temporal region. 
From this region 20 ml. of blood was aspirated through a burr-hole and a few days 
later a craniotomy was performed and a large hematoma was evacuated. At opera- 
tion no vascular abnormality was found. The patient improved after operation and 
seven months later was well, apart from some dysphasia and minimal weakness 
of the right arm and leg. 
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The arteriograms (Dr. James Bull) show in the antero-posterior view (fig. 2a) 
displacement of the anterior cerebral artery to the right, and in the lateral view 
(fig. 2b) elevation of the middle cerebral artery, due to the hematoma. 

Apart from these cases there is a group in which the diagnosis of intra- 
cerebral hemorrhage should imply the need for special inquiry and further 
investigation. In persons under middle age without arterial hypertension, 
the most common cause of intracerebral hemorrhage is a ruptured aneurysm 

less often, bleeding into an angioma. In these cases the past history may 
reveal an episode of subarachnoid hemorrhage to support the diagnosis, 
and whether or not such evidence is obtained lumbar puncture should be 
performed. If the cerebrospinal fluid confirms the diagnosis of haemorrhage 
arteriography should be done as soon as the patient is fit for it. The 
hzmorrhage in these cases is often near the surface of the brain and, if the 
patient survives, is encapsulated. Operation therefore offers the chance of 
removing the clot (and with it the hemiplegia) and at the same time dealing 
with the source of hemorrhage. 

No mention has so far been made of syphilis as a cause of cerebrovascular 
accidents. Forty years ago cerebral thrombosis from this cause was accounted 
relatively common in young or middle-aged persons. Although it has now 
become rare it still occurs, and the Wassermann reaction in the blood 
should not be neglected. 


ANTICOAGULANTS, CERVICAL SYMPATHETIC BLOCK AND 

VASODILATORS IN CEREBRAL INFARCTION 
In the treatment of cerebral infarction the value of anticoagulant drugs has 
been a subject of debate during recent years. It is clear that these drugs 
must not be used when there is doubt as to the differential diagnosis between 
thrombosis and hemorrhage. Nor should they be used in cases of cerebral 
embolism, for in these cases hemorrhage into the area of infarction often 
occurs, probably as the result of displacement or fragmentation of the 
embolus so that damaged vessel walls are exposed to the full force of 
arterial pressure. Hemorrhage into the area of softening may also occur 
when the infarction has been due to cerebral thrombosis. Having regard to 
these observations it is my opinion that the only indication for anticoagulant 
therapy is clinical evidence of progressive thrombosis: that is to say, when 
after the initial ictus there are symptoms and signs indicating an extension, 
usually by steps, of the area of damage. Such cases are rare, and I have only 
once felt justified in using this treatment, the case being one in which there 
was clear evidence of spreading thrombosis in the basilar artery. Post or 
propter hoc the patient survived. 

Stellate block, by injection of procaine into the stellate ganglion, and 
cervical sympathectomy have been widely used in recent years in the treat- 
ment of cerebral thrombosis, especially in the United States. The theoretical 
basis for these procedures rests upon the assumption that the cervical sym- 
pathetic nerves constrict the cerebral vessels, and that if they are paralysed 
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the cerébral blood flow will be increased. This, of course, could have no 
effect upon the infarcted tissue, but around this there must be a zone of 
ischemia without necrosis responsible for a considerable part of the loss of 
function, and vasodilatation might improve the collateral circulation to this 
ischemic zone. A further argument used by the exponents of this method 
is that ischemia and infarction may be due not to a permanent narrowing 
of the artery concerned but to spasmodic contraction of its walls. 

The physiological evidence bearing upon the role of the cervical sympa- 
thetic in controlling cerebral blood flow cannot be reviewed in an article of 
this length. It may be said without hesitation that there is no proof of its 
being of any great importance in man. Measurement of cerebral blood flow 
by recently devised physiological techniques has shown no changes after 
bilateral stellate block in normal or hypertensive human subjects. Whether 
the procedure might abolish localized spasm is unknown, but the occurrence 
of arterial spasm as a cause of transient ischemic paralysis is itself doubtful. 
It is equally likely that such episodes are due to a temporary fall of pulse 
pressure in an artery narrowed by disease. The clinical evidence offered in 
support of stellate block or cervical sympathectomy in the treatment of 
ischemic paralysis has not convinced me that either procedure is of any 
value. 

Vasodilator drugs have also had their vogue in the treatment of cerebral 
thrombosis, but the physiological evidence suggests that with one exception 
they are of no value, and that in large doses they may do harm. ‘This is 
based upon the observation that in general the intracranial vessels are less 
sensitive than the extracranial to vasodilator agents. Theoretically there- 
fore, in sufficient concentration these drugs would bring about a redistri- 
bution of blood at the expense of the brain, and a decrease in cerebral 
blood flow. The outstanding exception is carbon dioxide, which dilates the 
intracranial blood vessels and at the same time stimulates the vasomotor 
centre. As shown by experiment, the cerebral blood flow is thereby in- 
creased. If therefore the diagnosis of cerebral thrombosis has been made 
the patient should be encouraged, as soon as he is able, to breathe a mixture 
of 5 per cent. carbon dioxide in oxygen through a B.L.B. mask for five 
minutes of every waking hour. This should be continued for at least forty- 
eight hours after the ictus. 


INTERNAL CAROTID THROMBOSIS 
It has long been known that atherosclerosis is especially apt to involve 
the internal carotid artery shortly after its origin in the neck from the 
common carotid, but it is only within recent years that the frequency of 
thrombotic occlusion at this point has been recognized, and its clinical 
features appreciated. In some cases these are not to be distinguished from 
those of a more peripheral thrombosis: for example, in the middle cerebral 
artery. In such cases the ictus occurs without previous warning. In many 
cases, however, there are preliminary symptoms. Of these the most signi- 
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ficant is a story of transient attacks of blindness on the side of the affected 
artery due to inadequate filling of the ophthalmic artery. These episodes 
last two or three minutes and are infrequent, sometimes preceding the 
stroke by several months. They occur in only a small percentage of cases. 
A more frequent preliminary is the occurrence at intervals of attacks of 
numbness or weakness in the opposite limbs, lasting some hours, with 
recovery in the earlier episodes so complete that there cannot have been 
any infarction. The recovery is due to the proximal site of the obstruction 
beyond which the opportunities for collateral circulation are vastly better 
than when the middle cerebral artery, for example, is blocked. For the 
same reason the prognosis even for a severe hemiplegia is relatively good 
in these cases, and there is special reason for the administration of carbon 
dioxide. Most patients with internal carotid thrombosis in the neck are 
elderly, and some hypertensive, but there are some who are neither, and 
the diagnosis has now been proved in many persons under middle age: 
some of them in the thirties or twenties, with no evidence of generalized 
arterial disease. Recent advances in the technique of arterial surgery have 
offered the hope that in such cases the obstruction may be by-passed by 
anastomosis, and the operation has now been successfully performed. It is 
important therefore that the symptoms of this admittedly rare condition 
should be recognized if possible before the onset of an irreversible hemi- 
plegia. Palpation of the internal carotid pulse high in the neck should 
always be done when there is any reason to suspect the diagnosis. An absent 
pulse confirms this, but when one is felt it does not by any means exclude 
the possibility, for the impulse is often transmitted past the obstruction. 
The only sure way of proving the diagnosis is arteriography, the dye being 
injected into the common carotid artery. 


SUMMARY 
Cerebral hemorrhage and cerebral thrombosis are common events in hyper- 
tensive or elderly patients, the former being often fatal, the latter causing 
irreversible damage. 

Emphasis has been laid in this article on less common cerebrovascular 
accidents, especially those resulting from bleeding from an aneurysm or 
angioma, for the reason that in such cases timely surgical intervention may 
prevent recurrence. 

Rare conditions, such as an intracerebral hematoma from cerebral 
hzmorrhage, and thrombotic occlusion of the internal carotid artery in the 
neck, have been described for similar reasons. There is something that may 
be done for these patients beyond the ordinary medical and nursing care. 

On the possible value of anticoagulant drugs and cervical sympathetic 
block in cases of cerebral thrombosis my personal opinions have been stated. 











THE CLINICAL SIGNIFICANCE 
OF VERTIGO 
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WHEN a patient comes complaining of giddiness, it will, I believe, be a 
help to have clear in one’s mind that there are two separate problems to be 
elucidated. First, what does the patient mean by giddiness? Having decided 
this and translated the patient’s complaints into a medical category, the 
second problem is to diagnose the cause and determine appropriate treat- 
ment. It is a great mistake to try to do the second before settling the first. 
The initial difficulty arises from our paucity of words. Rich though our 
language is, it fails to give us adequate alternative terms for the wide variety 
of sensations, all of which are described by the patient as ‘giddiness’. The 
first essential is therefore to work out just what the patient is trying to convey 
by this term. This involves taking a careful and meticulous history: often, 
unfortunately, a time-consuming business, but the time should not be 
begrudged, as only an accurate diagnosis at this stage will indicate the correct 
handling and treatment and so save a great deal more time in the long run. 
The late Professor Edwin Bramwell once said “You will make many more 
mistakes by not taking trouble than by not knowing’, and nowhere in 
medicine is this truer than with patients complaining of giddiness. 


CONDITIONS SIMULATING VERTIGO 

In this article, I propose to consider only the clinical implications of true 
vertigo but it will be useful to enumerate some of the alternatives which 
must be excluded. In my experience the most common of these is the 
feeling caused by transient cerebral ischemia. This is often referred to by 
patients as ‘giddiness—you know, the feeling that you are going to faint’. 
The syndrome occurs primarily on standing up after sitting or lying, and is 
common in the adolescent, the over-smoker, the convalescent, the over- 
anxious, and the severely anemic. Vision may be temporarily obscured and 
even lost, i.e. blacked out, but there is no sense of rotation. It is very rare 
for the sensation to last more than a few seconds, but on occasion it may 
go on to actual syncope. There should be no real difficulty in distinguishing 
this type of case: not only is the character of the sensation quite different 
but the regular association with change of posture makes it easy to recognize. 
A group of patients who more closely resemble vertigo are the post- 
concussional and hypertensive cases. Although many of these complain of 
giddiness or dizziness on changes of posture, other factors also bring on 
their symptoms, such as noise, rushing about, pressure of work or con- 
centration. These patients often have considerable difficulty in explaining 
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just what their unpleasant feelings are, but if one has the patience to listen 
it will gradually become clear that they are not describing real vertigo. The 
headache is usually more prominent and the patients will generally put this 
first and the giddiness second, whereas the vertiginous patient will complain 
primarily of his giddiness. 

Then there are the true neurotics, many of whom will use the word 
giddiness to explain the peculiar feelings they get inside their heads. These 
will turn out to be such things as a feeling of weight on top of the head, a 
confusion of thought, a difficulty in concentration, or a feeling of unreality. 

These are some of the more common conditions which have to be dis- 
tinguished from a true vertigo. It will be observed that I have not included 
any of the various causes of unconsciousness, as it can be accepted that 
vertigo does not cause unconsciousness. Even when the vertigo is so severe 
that the patient is thrown to the ground and is vomiting profusely, he is still 
only too aware of his suffering although he may be indifferent to his 
surroundings. 

THE DIAGNOSIS OF VERTIGO 

The real essential of vertigo is the sense of movement, primarily of turning 
as the term implies. This movement is generally of surrounding objects, 
but one does meet the occasional patient with a true vertigo who interprets 
his sense of movement as being of himself. These cases, however, need to 
be accepted with reserve and the sensations carefully analysed: thus, with a 
patient who feels his head actually spinning round it may be a vertigo, but 
if he says he feels a spinning inside his head, it is probably not. Associated 
with the sense of movement is a disorder of equilibrium: from a mild, barely 
noticeable lurch to the patient being thrown violently to the floor. 

Accompanying the vertigo is nausea or vomiting and the severity of this 
is directly proportional to the severity and duration of the vertigo: only in 
the shortest and mildest episodes is it really absent and in any sharp attack 
the vomiting is a prominent feature. Intelligent patients will often grade 
their attacks according to the amount of sickness. This close correlation is 
often a useful diagnostic point as, although one may well vomit with a 
variety of conditions, this gradation only occurs with a true vertigo. 

Another typical point about many cases of vertigo is the association of 
the vertigo with head movements. In a mild attack or when a vertigo is 
settling down, it will often be brought on again by quick side-to-side move- 
ments of the head. This is probably the reason why these patients find 
streets and traffic so unpleasant, the almost instinctive quick look both ways 
before crossing a street being quite enough to disturb the precarious 
equilibrium of their labyrinths. 


CLASSIFICATION 
Patients with vertigo may be divided into two main groups: those with a 
deaf ear and those without. This may not be a very scientific or academic 
division, but it is a useful and practical one. The causes are:— 
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Vertigo with deafness: Acute otitis 
Chronic otitis 
Meéniére’s disease 
Hzmorrhagic labyrinthitis 
Trauma 
Streptomycin intoxication 
Eighth nerve tumours 


Vertigo without deafness: Vestibular neuronitis 
Benign positional vertigo 
Sustained episode of vertigo 
Ramsay Hunt syndrome 
Posterior inferior cerebellar thrombosis 


VERTIGO WITH DEAFNESS 
The patients with deafness may be subdivided into those with infection, 
either chronic or acute, and those whose deafness has come on without any 
history of pain or discharge. 

The vertigo which comes on with infection must be considered first, not 
because it is the most common (with antibiotics, it is in fact now becoming 
rather rare) but because it demands treatment urgently. One can get a 
spread of infection to the labyrinth with either an acute or a chronic otitis. 
The acute cases are not common but are the most dangerous of all as they 
can go on to intracranial complications within a few hours. The more usual 
case is the chronic ear where there may be an erosion of the bony wall of the 
labyrinth with the development of a fistula sign. (This, of course, is also 
produced by a fenestration operation.) The sign is too little known outside 
otological circles; it is elicited by blocking the external auditory meatus with 
the finger and alternating the pressure: in the presence of a fistula this 
produces acute vertigo. Some patients will discover this for themselves and 
tell you that drying their ear with a towel makes the bathroom suddenly 
go around. Although not quite so ominous as the acute ones, these cases 
are at considerable risk and the sooner the ear is dealt with the better. 

The most common cause of vertigo is the condition known as Méniére’s 
disease. The use of this term should now be restricted to this group of cases 
and I would urge that the loosely used ‘Méniére’s syndrome’ be dropped 
altogether. The condition affects men and women about equally and the 
commonest age is 40 to 50. The typical story is that for a few years the 
patient has noticed a degree of deafness associated with tinnitus. Then one 
day, usually entirely unexpected and unheralded, he is seized with severe 
vertigo lasting perhaps three to four hours and associated with vomiting and 
prostration. Generally, once the acute episode has settled, the patient feels 
quite normal until the next attack, although a few patients may persist for 
several days in a minor degree of unsteadiness, a sort of subclinical vertigo, 
feeling generally uncomfortable and becoming truly giddy with any sudden 
head movements. Sooner or later another acute episode arrives, usually 
again without warning although a few patients will notice an increase 
in their tinnitus prior to the attacks. The frequency of the attacks varies 
widely; I have seen a man who regularly had over a year between attacks. 
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Most patients, however, are not so lucky: weekly or fortnightly attacks are 
common and in a bad spell they may have two or three in a week. I would 
emphasize the essentially intermittent character of the disorder and the 
characteristic duration of the attacks, from, say, twenty minutes to three to 
four hours: i.e. neither momentary nor lasting several days. The disease 
has a definite tendency to spontaneous remission, often for long periods—a 
characteristic which makes an evaluation of any therapy very difficult. The 
diagnosis is confirmed by the finding of a nerve deafness and by testing for 
abnormal labyrinthine reactions, although these are unfortunately too time- 
consuming for the routine case. The deafness has the interesting character- 
istic that it is present only for low intensities of noise; above a certain 
loudness the affected ear hears as well as the other—a feature known as the 
‘loudness recruitment phenomenon’. 

In contrast to this long-drawn-out picture with intermittent episodes of 
giddiness is that produced by the sudden destructive lesions, haemorrhage 
and trauma being the two usual causes. It may also occur rarely with some 
of the viral diseases such as influenza, mumps or measles. Here there is a 
sudden onset of complete deafness and sustained vertigo lasting severely for 
about ten days and then gradually settling. In the traumatic cases there is 
often an associated fracture with, perhaps, cerebrospinal fluid escaping from 
the ear and a seventh nerve palsy. ‘These patients can be safely reassured 
that once they have adapted to their lost labyrinth they will have no further 
trouble with vertigo, but the prospect of any recovery of hearing is remote. 

Similar to these cases, except that the deafness is unfortunately apt to be 
bilateral, are the patients who have been overdosed with streptomycin, and 
the persistent vertigo which follows this may be very troublesome. 

Last to be mentioned in this group are the eighth nerve tumours. It is 
only in a small percentage of these in which there is any giddiness; usually 
the nerve is destroyed so slowly that the body adapts to the dead labyrinth 
completely. If the giddiness is present, then it is more often constant than 
episodic and the finding of a regular nystagmus, diminished corneal reflex 
and a commencing facial palsy will suggest the diagnosis. 


VERTIGO WITHOUT DEAFNESS 

The patients with vertigo and normal hearing form a more obscure group 
and are not easy to classify. Three main types, however, can be distinguished 
and these may be separated from each other by the character of the vertigo. 

First there are the cases for which Hallpike has suggested the term 
vestibular neuronitis. The episodes of vertigo may be very similar to those in 
Méniére’s disease, or may consist of sudden and transient seizures. The 
condition tends to start earlier in life, being not uncommon between 20 and 
30. The onset is often associated with some infective illness and improves 
after treatment of septic foci in the ear, nose and throat. The labyrinthine 
tests show abnormalities but there is no defect of hearing and no tinnitus. 
It is essentially benign and recovers spontaneously in due course, but the 
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duration is uncertain. One must distinguish this condition from the 
occasional case of Méniére’s disease starting with vertigo before the deafness. 
Although a few have no demonstrable deafness at the time of the first attack, 
very few will keep their hearing intact after more than one or two attacks. 

The second group is known as benign positional vertigo: these are patients 
who become vertiginous on assuming certain postures or, more correctly, 
when the head is in certain positions. ‘The giddiness is short lived and lasts 
only ten to thirty seconds and is associated with a marked nystagmus (as, 
of course, are all true vertigos). The patients find that assuming the particular 
position slowly will minimize the disturbance, and that repeating the 
manceuvre will fatigue the phenomenon. It is considered to be due to a lesion 
of the otoliths, and may date from an infective illness or a head injury. 
Some of these cases are in fact associated with chronic ear disease and so 
should perhaps have been mentioned in the earlier part of this article. But 
it has not the same significance as an ordinary vertigo and, as the name 
suggests, is an innocent condition which tends to recover spontaneously. 

The third main group consists of those patients with a sustained episode 
of vertigo. Here the clinical picture is characteristic and quite different. The 
onset is typically sudden and usually without any prodromal symptoms. 
Thus, one of my patients was seized with giddiness when peeling potatoes, 
another when coming downstairs, and in a few it has started first thing in 
the morning. The patient remains severely giddy, with associated nausea or 
vomiting, for about ten days and then gradually settles down. A tendency 
for a mild return of the vertigo on sudden movements of the head or change 
of posture usually remains, often for several weeks. Most of these patients 
are in the 50’s or 60’s, but the syndrome can be seen in the young adult too. 

On examination, these patients have no abnormal signs apart from 
nystagmus, and it is difficult to be sure as to the cause. It is, in fact, likely 
that more than one condition can produce this picture. On occasion, several 
cases have been seen together, and it has been suggested that this condition 
should be termed ‘epidemic vertigo’. My experience has been purely of 
sporadic cases and | feel that the evidence for an infective or epidemic 
etiology is still quite inconclusive. Among the younger patients an occasional 
case may turn out to be an early case of multiple sclerosis, but in general the 
condition is gratifyingly benign and recurrence very rare indeed. 

There remain two other causes of vertigo worth mentioning. First, the 
Ramsay Hunt syndrome of geniculate herpes may well start with quite 
marked vertigo for two or even three days. The appearance, however, of 
the vesicles in the external meatus or soft palate and, of course, the facial 
palsy will reveal the diagnosis quite definitely, and the vertigo is seldom 
severe enough to be confused with any other cause. 

Lastly, the classical thrombosis of the posterior inferior cerebellar artery is 
characterized at the outset by severe vertigo and vomiting. Here, too, the 
associated symptoms of dysphagia, crossed sensory loss and_ ipsilateral 
cerebellar signs will make the diagnosis clear. 
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THE numerical incidence of neurosyphilis in this country has been declining 
rapidly since the early years of the century. Now, the charts of the annual 
numbers of deaths from general paralysis of the insane (G.P.I.) and from 
tabes look as if they would reach the zero line within a few years. At the 
time of the 1914-18 War two thousand deaths each year were registered in 
England and Wales as due to G.P.1.: for 1954, the figure is 126. Ten years 
after the end of the 1914-18 War about thirty new cases of general paralysis 
were admitted annually to the National Hospital, Queen Square, in a total 
intake of 750 new inpatients (4 per cent.): ten years after the end of the 
1939-45 War the intake of general paralysis is less than two new cases a 
year in a total of over 2000 admissions, i.e. less than one-tenth of one per 
cent. Up to the 1914-18 War tabes accounted for 10 per cent. of all 
admissions to the same hospital; now it accounts for about one-quarter of 
one per cent. Certain types of neurosyphilis have become so infrequent that 
they are beginning to be forgotten in differential diagnosis, even in neuro- 
logical clinics. In a recent symposium of neurological physicians and sur- 
geons on the causes of epilepsy of late onset, neurosyphilis (though just 
mentioned in two of the tables exhibited) was completely absent from the 
discussion: yet in days gone by syphilis challenged cerebral tumours for first 
place among the organic causes of late epilepsy. 


PROPHYLAXIS 
The prophylaxis of neurosyphilis is organized in depth in three lines of 
defence: (1) the prophylaxis of syphilis, (2) the effective treatment of syphilis 
in its acute stages, and (3) the treatment of so-called ‘asymptomatic neuro- 
syphilis’. All of these have been reinforced of recent years: the first by 
education and social changes and personal preventive measures, the second 
by the introduction of penicillin and the third by the more widespread use 
of lumbar puncture. Whilst it is too early yet for the full effects of some of 
these influences to show themselves in the incidence of neurosyphilis, there 
seems already to have been a further dramatic decline in the last five years, 
and this can confidently be expected to continue. 


THERAPY 
Penicillin continues to dominate the whole treatment of neurosyphilis. It 
is now just over ten years since penicillin became available in moderate 
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quantities for the treatment of selected conditions and in that time it has 
become established as the standard remedy and has made good all its initial 
promises. It is of great importance, however, that those who employ it 
should appreciate the limitations of its use. Its purpose is to eradicate the 
infection: it does not pretend to absorb the granulomatous products of 
inflammation, let alone to restore the nervous tissue. 

With the exception of tabes, almost all forms of neurosyphilis are in- 
flammatory and, ideally, cure should consist of (1) eradication of the 
infection, (2) removal of the products of inflammation, and (3) restoration of 
the nervous tissue, and it may be useful to consider present treatment under 


these headings. 


TREATMENT OF GENERAL PARALYSIS OF THE INSANE 

For the eradication of the infection penicillin has entirely superseded malaria, 
being safer, more prompt in its action, more manageable, more reliable and 
in case of need more easily repeatable. Whilst penicillin, the first of the 
antibiotic remedies, has proved its value, been well tried and become the 
standard therapeutic agent, it is almost certain from the first reports of the 
use of chloramphenicol and chlortetracycline that other antibiotics are 
equally efficacious, so that we now have a number of remedies which can be 
employed with some confidence to eradicate the infection from the nervous 
system. Moreover, we have in the cerebrospinal fluid a reliable criterion by 
which we can judge the success of our treatment. 

The course of penicillin consists in the administration of at least 5 mega 
units of crystalline penicillin intramuscularly over a period of approximately 
ten days. To provide an adequate margin of safety, particularly in the case 
of a patient who may not subsequently remain under observation, most 
authorities give 8 or 10 mega units. For the first day small doses should be 
given—of the order of 1,500 units three times in the day—as a precaution 
against the Jarisch-Herxheimer reaction. Thereafter the dosage is rapidly 
increased to 60,000 to 100,000 units every three hours, for ten or twelve 
days or more, thus attaining a total of 8 to 10 million units. Whilst it is 
probably of great importance to maintain the concentration of penicillin in 
the blood at a high level, injections of 500,000 units each, given morning and 
evening, have proved adequate and, with the margin of safety provided by 
the larger total dosage referred to, this regime can confidently be employed. 
Procaine penicillin and preparations of penicillin in oil seem somewhat less 
efficacious for this purpose than the crystalline preparation: it may be that 
the larger molecules or the less easy release of penicillin impede its passage 
through the blood-brain barrier. In no variety of neurosyphilis is penicillin 
given intrathecally. 

How are we to know that the infection has been eradicated? The clinical 
features of the case may give no immediate and certainly no reliable in- 
formation, but the cerebrospinal fluid provides a trustworthy criterion. 
Whatever method of treatment is employed the only proof of the extermina- 
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tion of the infection is the return of the cerebrospinal fluid to a condition 
which gives no evidence of inflammatory activity and its persistence in such 
a State. 

The presence of syphilitic activity in the nervous parenchyma or meninges 
is revealed by an excess of lymphocytes (and sometimes a few cells of other 
kinds) in the cerebrospinal fluid, and, whatever other changes may be present 
in the fluid, the first sign of the abolition of active inflammation is the 
restoration of the cell count to normal. The period varies but within about 
two months of successful treatment the number of cells in the fluid will be 
three or at most four per c.mm. and greater confidence will be felt if the 
number is nought or one. If four or five cells per c.mm. are present the result 
should be considered doubtful and another examination of the fluid should 
be undertaken in three months’ time. If the number of cells is more than 
five per c.mm. another course of treatment is called for. 

There are, of course, various other changes in the syphilitic cerebrospinal 
fluid but, for purposes of the present question, they have little significance, 
and if the treatment has been successful they will mostly die out in the 
course of time. Unfortunately, the peculiar importance of the cell count in 
this connexion is not widely enough known. On at least two occasions I have 
had the disconcerting experience of learning that my patients, adequately 
treated, had been admitted to other hospitals and, because of persisting 
positive reactions in their fluids, had immediately been given malaria or 
other treatment: in one case with a fatal result. 

It is not enough that the cell count in the fluid should become normal, 
but it must remain normal. Dattner (1947), who had had a life-time of 
experience with malarial therapy, and subsequently with penicillin, reached 
the conclusion that if the fluid remained of the ‘inactive type’, i.e. with nor- 
mal cell count, for six months after treatment, it would remain so per- 
manently. In other words, if the infection had not been exterminated, a 
recrudescence of activity would show itself within six months by an increased 
number of cells in the spinal fluid. Others have made similar statements 
based on intervals of twelve months or more. Personally, among the many 
patients at my hospitals whose fluids have been examined at intervals for 
years after their treatments, | have known no exception to ‘Dattner’s 
dictum’, and now if a patient’s fluid is shown to have a normal cell count, 
over an interval of more than six months, I am satisfied, though in practice 
a somewhat longer interval is usually allowed. 

I have encountered no case in which penicillin was unable to render the 
spinal fluid cell-count permanently normal and, so far as I am aware, no 
case of declared neurosyphilis has been described in which penicillin, 
repeated if necessary, failed in this respect. Dattner, however, described 
three cases of ‘asymptomatic’ neurosyphilis which were intensely resistant 
to penicillin treatment. This was probably because the blood-brain barrier 
was still intact—a state of affairs which does not apply in G.P.1.—and not 
because of a penicillin-resistant organism. For all practical purposes we 
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have in penicillin, properly used and properly controlled by C.S.F. examina- 
tions, an infallible remedy for the eradication of the spirochztal infection 
from the central nervous system. 

Removal of the products of inflammation.—lf symptomatic cure is to be 
obtained it is not enough that the infection should be exterminated. 
Eradication of the spirochetes leaves the brain otherwise in the same 
condition as it was before, with all the products of active inflammation still 
present. Gummatous collections of cells within the brain, gummatous 
meningitis, meningeal thickening and inflammatory changes in vessel walls 
may continue to exert their effects, and delay recovery or possibly lead to 
later regressive changes. It is evident from clinical and pathological evidence 
that most of these inflammatory products are absorbed in time, though 
meningeal thickening may persist. Whether anything can be done to aid 
absorption and thereby hasten recovery is perhaps problematical, but in the 
old days of superficial syphilides it was known that mercury and potassium 
iodide caused the rapid disappearance of gummatous formations (though 
they were not in general capable of overcoming the syphilitic infection). 
My own practice is to give a mixture of mercury and iodide in association 
with, and after, the penicillin treatment. This is ordinarily given in a mixture 


such as: 


Potassium iodide 10 to 20 grains (0.6 to 1.3 g.) 
Solution of mercuric chloride 30 to 60 minims (2 to 4 ml.) 
Arsenical solution I to 2 minims (0.06 to 0.12 ml.) 
Chloroform water to $ fluid ounce (15 ml.) 


To be taken in water three times a day after meals. 
Bismuth carbonate, 10 grains (0.6 g.), may be substituted for arsenical solution and 
may help to render the mixture more tolerable to the stomach. 


Mercurial inunction also seems to be of value. 


A recent patient suffering from general paralysis showed no intellectual improve- 
ment in the first six months after treatment with penicillin, although his cerebro- 
spinal fluid remained ‘inactive’, and in fact the psychologist found him worse on the 
formal tests. The patient was then given more penicillin (which was probably 
unnecessary) and a course of mercurial inunction, 4 g. daily, for six days each week for 
six weeks. His improvement in the succeeding months was remarkable and the 
change seemed more than would be accounted for merely by the lapse of time. 


When patients are slow in improving in this way it is sometimes asked 
whether malaria should be given. It may be that malaria similarly has some 
effect in hastening the absorption of granulomatous products, but if so it 
cannot be a pronounced effect, because large series of controlled observa- 
tions have been made in the United States and the conclusion has almost 
invariably been that there was no material difference in the clinical results 
whether the patients were treated with penicillin and malaria or with 
penicillin alone. Consequently, such improvement (if any) that might occur 
from the use of malaria is not justified by the risk involved. I know of no 
evidence that arsenical or bismuth therapy has any effect in hastening 
absorption or is of any value once the infection has been overcome. 

Restoration of the nervous elements is something that we cannot yet influence 
apart from making conditions favourable by the measures already discussed. 
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In this respect we have made no progress since Wagner-Jauregg devised the 
first successful treatment for general paralysis forty years ago (see Wagner- 
Jauregg and Bruetsch, 1946). Once the infection has been abolished time 
is the great and only important factor for the recovery of the nervous tissues, 
in so far as they are capable of recovery. Those that have been destroyed 
cannot be restored, and consequently the eventual result, especially in 
general paralysis, depends, more than on anything else, upon the amount of 
permanent damage that has been done before the patient comes under 
treatment. ‘The minimum amount of time required for recovery in an average 
case may be given as two years, but in many instances two years do not by 
any means exhaust the clinical improvement. 


A young man under the care of my colleague, Dr. Gooddy, at the end of two 
years was still very dysarthric and very ‘simple’, but at the end of four years he 
talks like any other cockney and works as a van driver to the full satisfaction of his 
employers. 

This prolonged period of recovery may be a very trying one for the 
patient’s family, and as soon as the patient seems capable of any simple 
work, every attempt should be made to find employment for him. Failing 
that, if conditions are difficult at home, he had better go to a mental hospital. 
This period of clinical recovery is the time required for the recovery of such 
cerebral tissue as is capable of restored activity. The natural recovery of the 
brain cannot be forced by repeating courses of sterilizing therapy or by a 
multiplication of therapies. 


RESULTS OF TREATMENT IN G.P.I. 

The eventual degree of recovery depends chiefly upon the patient’s mental 
condition at the time when treatment is given, but also upon the activity of 
the inflammation and on other factors. It does not depend upon the nature 
of the treatment employed. Now that mental abnormality is less a matter for 
shame than formerly, patients are brought under observation and treatment 
at an earlier stage, and of those who come to neurological clinics the great 
majority eventually return to work and to a more or less normal social status. 
The more demented cases find their way to the observation wards and the 
mental hospitals in the first instance, but many of these similarly return to 
society and to employment in some simple capacity. The most satisfactory 
cases are those in which some acute incident, such as a convulsion, has 
brought the patient under observation before mental deterioration has 
become obvious. 

Those (and they are very few) who are left too demented to live out of a 
mental hospital spend the rest of their lives in asylums as ‘good working 
dements’. 

The treatment may fail to save the most acute cases, such as a patient 
who was brought into hospital unconscious in an acute congestive attack. 

It failed with another of our cases, an elderly woman with advanced syphilitic 
vascular disease, moderate dementia and a ‘paretic’ colloidal gold curve: she was 


called a case of G.P.I. but her brain showed little evidence of syphilitic activity, 
and she died, in fact, from the effects of vascular disease. 
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The patient who has dementia of moderate degree has no reserve of 
intelligence wherewith to face the involutional period of his life and so in 
later years his dementia is likely to become more pronounced. What is more 
disappointing, in rare cases vascular disease (primarily syphilitic or not) and 
meningeal thickening may add their effects at an earlier stage, and give rise 
to a secondary non-specific dementia in relatively early life. Such secondary 
dementias are, of course, not amenable to penicillin or any other anti- 
syphilitic remedies. 

Some of my patients treated with penicillin alone in 1945 have now been 
under observation for ten years, and nearly forty have been followed up for 
more than five years. I have seen no relapses, either clinical or as evidenced 
by the C.S.F. Some of the early cases had second courses of treatment for 
one reason or another, but no patient once believed cured has relapsed. 
With malaria there was a heavy late mortality, so that 40 per cent., or in 
some series 50 per cent., of all the patients treated had died by the end of 
five years. With penicillin therapy (properly controlled) this late mortality 
seems to be entirely absent. 

Whilst the cerebrospinal fluid usually becomes normal in the course of 
years, the colloidal gold curve and even the Wassermann reaction may 
persist indefinitely as residual phenomena, and it is important to know that 
they do not indicate any activity of the disease. Still more often the Wasser- 
mann and Kahn reactions remain positive in the patient’s blood and seem to 
be little affected by penicillin and do not call for any treatment. 


MENINGOVASCULAR SYPHILIS 

It is in general paralysis that penicillin has shown its most spectacular 
superiority over the older methods of treatment. Meningovascular syphilis 
was less resistant to the older therapy and in many cases penicillin has been 
unable to improve on the clinical results formerly obtained. ‘This applies 
particularly to most cases of vascular lesions, e.g. with hemiplegia, and to 
cases (now rare) of transverse myelitis, and it must be recognized that if the 
symptoms indicate any severe damage to the central nervous tissues, 
recovery is bound to be imperfect whatever antisyphilitic measures are used. 
For the minor cases of meningeal syphilis causing, for instance, cranial 
nerve palsies, the former methods of treatment were already adequate. In 
the more severe cases of syphilitic meningitis, however, the results of 
penicillin have been much better than those formerly obtained. Such cases 
often give rise to hydrocephalus with papilledema, and in the past both 
visual and mental impairment were not infrequently left as permanent 
sequelz. In three cases of this condition I have seen rapid and complete 
recovery result from treatment with penicillin. 

It is customary to treat meningovascular syphilis with much the same 
dosage of penicillin as is used in general paralysis, and the fact that penicillin 
can offer a complete and rapid cure of the infection gives it, of course, a great 
superiority over the older methods, even in cases in which the immediate 
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clinical effects may not be much different. For the reasons that have already 
been given I consider that mercury and potassium iodide have a place in 
treatment, and I believe that in all severe cases of meningovascular syphilis 
mercurial inunction should be given. 


TABES 

Tabes is not only much less common but seems to be a less severe disease 
than it used to be. It is probable that in addition to syphilis there is a general 
nutritional factor in its development. It is a slow disease and most of the 
symptoms result from changes of a degenerative nature and little, if any, 
actual recovery can be expected from any method of treatment. In many 
cases the indications are that the infective process is not very active and 
treatment with penicillin, as formerly with arsenicals, soon renders the 
cerebrospinal fluid inactive, and within a matter of months it reverts to 
normal. The patients are better subjectively and their lightning pains are 
diminished or abolished, but the essential physical signs of tabes remain 
unchanged. 

Penicillin should be given and the effects controlled by examination of the 
spinal fluid in the same way as for general paralysis. The best result that 
can be expected is that, with complete eradication of the syphilitic infection 
and the general improvement in health that penicillin is capable of pro- 
ducing, the tabetic process may be arrested. The disease is so slow, and 
also so variable in its evolution, that it must take many years to decide 
whether or not it has been arrested in the individual case. My impression 
now, after ten years, is that in many cases it is arrested by the penicillin 
treatment, but in well-established cases, with considerable sensory impair- 
ment, degenerative changes continue. 


OPTIC ATROPHY 

Syphilitic optic atrophy has become very uncommon in this country but 
still presents a most worrying problem when it appears. The condition is 
closely related to tabo-paresis. ‘The degenerative changes in the optic nerve 
are secondary to inflammatory changes around and within its intracranial 
portion. Penicillin gives better results than any treatment so far, but it is 
probably in this kind of case, more than any other, that in their anxiety to 
use every possible weapon physicians have been reluctant to abandon 
malaria. 


Nevertheless, Kenney and Curtis (1953), in a recent study of 37 cases in the 
United States, concluded that the addition of malaria (in 23 cases) did not seem to 
add enough to the effect of penicillin to warrant its use. A similar conclusion may be 
drawn from the experience of Klauder and Gross (1949) with 56 cases. Bruetsch 
(1953), emphasizing the similarity of the primary pathological process to that of 
general paralysis, recommends high-dosage penicillin therapy with totals in the 
neighbourhood of 15 or 20 mega units. 


As in other varieties of neurosyphilis, repeated examinations of the 
cerebrospinal fluid are necessary to make sure that the infection has been 
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exterminated. In addition, however, optic atrophy is the condition above all 
in which everything possible must be done to hasten the absorption of the 
inflammatory products, as they are largely responsible for the degeneration 
of the nerve fibres. Consequently I consider that in all such cases thorough 
mercurial inunction should be practised and that potassium iodide should 
be given by mouth to the limit of tolerance. 

It is in cases of optic atrophy that the Herxheimer reaction is most to 
be feared. 

The only case I have seen in which it occurred was one in which a high dose of 
penicillin was given for the treatment of a wound in the arm of a young man not 
known to be syphilitic. Almost complete blindness rapidly followed, and examination 
of the blood and cerebrospinal fluid revealed syphilitic reactions. 

Fortunately, such incidents are extremely rare, and in fact many observers, 
including Bruetsch and Stokes, doubt whether genuine Herxheimer reactions 
occur, or, at any rate, whether they can be attributed to the noxious effect 
of the antibiotic. 

CONCLUSIONS 

It is perhaps unlikely that neurosyphilis will be completely eliminated from 
our community, exposed as we are to a considerable intake from abroad, 
but with our own measures and those of other countries it will surely 
become rare. 

For the present it can be said that there is no sign whatever of any increase 
as an aftermath of the 1939-45 War. 

To one who remembers the days when neurosyphilis was common and 
when general paralysis and optic atrophy resisted all known remedies, there 
are few medical experiences more satisfying than to see the modern paretic 
or the patient with optic atrophy saved by a safe and humane therapy, and 
to watch his gradual restoration in a favourable instance to his family and to 
his work. 
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TUBERCULOUS MENINGITIS 


By JOHN LORBER, M.D., M.R.C.P.., 
Senior Lecturer in Child Health, University of Sheffield 


In 1946, 1,587 persons in England and Wales acquired tuberculous menin- 
gitis and all of them died: 1,132 of these were children. Tuberculous 
meningitis was one of the most important killing diseases in childhood, but 
paradoxically it was a rare disease. A doctor in an average family practice 
would probably not see a case for five to ten years. The disease pursued a 
fatal course in about three weeks from the first symptom. Early diagnosis 
was of no importance. Textbook descriptions of the disease concentrated on 
advanced signs. It was not surprising therefore that when specific treatment 
first became available, in 1947, many became unconscious before the 
diagnosis was made. This delay in diagnosis led to an unnecessarily high 
mortality rate and several survivors were left with avoidable physical or 
mental sequelz. 

In the last eight years we have seen a rapid and almost revolutionary 
transformation of this situation. The main advances have been in the field 
of prevention, in earlier diagnosis and in the introduction of a series of anti- 
microbial drugs and in their increasingly skilful use by physicians with 
special experience in the subject. 


PREVENTION 
Tuberculous meningitis can be prevented by the prevention of tuberculous 
infection, and may possibly be forestalled by the treatment of recently 
infected persons. 

Prevention of tuberculous infection.—Since much of the milk in this country 
is now being pasteurized, infection by the bovine bacillus has become rare. 
Almost all cases of tuberculous meningitis arise as a direct result of exposure 
to persons with active tuberculosis. It follows that the utmost care should be 
taken to prevent children and tuberculin-negative adults coming into contact 
with active cases of post-primary pulmonary tuberculosis. ‘Tuberculosis in 
adults may be discovered in an early stage of the disease by the various mass 
case-finding methods, but it is perhaps of greater importance to refer patients 
who are suffering from a cough or from other suggestive symptoms for 
radiological and other investigations as soon as possible. A diagnosis of 
smoker’s cough or chronic bronchitis should never be made in the absence 
of an x-ray of the chest. It should be remembered that tuberculosis is now 
commonest among old people. 

If there is a case of tuberculosis in the family, all the rest should be 
tuberculin tested and referred to an appropriate clinic. This is a matter of 
great urgency and should be done at once. Any continued exposure is bound 
to lead to the infection of an increasing number of susceptible contacts. 
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Separation of tuberculin-negative persons from contact is essential. ‘These 
contacts should be vaccinated with BCG and kept away from the source of 
infection until BCG vaccination has been completed and tuberculin con- 
version has occurred. These facilities should be afforded to all relations, 
friends and neighbours who have been or are likely to come in contact 
with a tuberculous person and should not be limited to household contacts. 
If tuberculous persons were surrounded by people protected with BCG, the 
falling incidence of tuberculous meningitis would be accelerated, because 
tuberculous meningitis in BCG-vaccinated persons is of the utmost rarity. 
These principles are now being applied on an increasing scale and their 
effectiveness is shown by the fact that five years ago we had over thirty cases 
of meningitis in our wards at one time and now we have three. 

The prevention of meningitis in infected persons.—I\soniazid treatment for 
six months or longer may well diminish the incidence of meningitis in those 
patients who have recently been infected with tuberculosis. Of course, 
primary tuberculosis is a relatively benign condition and very few infected 
persons would be expected to develop meningitis, especially if they are over 
three years of age. For this reason, only adequately controlled large-scale 
clinical trials can establish the prophylactic value of treatment with isoniazid. 
As yet there is no conclusive evidence on this point. Many believe, however, 
that tuberculous children under two or three years of age should be given 
the benefit of prolonged isoniazid treatment. If this is done, the treatment 
should be started at the earliest possible moment, because most cases of 
tuberculous meningitis occur within six months of infection. This is yet 
another reason for advocating urgency in the examination of contacts. 


DIAGNOSIS 

We have evidence that there is an increasing awareness of the possibility of 
tuberculous meningitis and that the early features of the disease are now 
better recognized. In the period 1947-50, we admitted 82 patients and one- 
third of these were unconscious, although very late cases were not always 
accepted then. Between 1952 and 1954 (inclusive) we admitted 69 patients 
without any selection and of these only one-seventh were unconscious. Other 
centres report similar experiences, but clearly there is room for further 
improvement. 

The most important part of the diagnosis of tuberculous meningitis is the 
awareness of its possibility. One must think of it particularly in persons who 
are known to have a positive tuberculin reaction or in persons who have been 
exposed to tuberculous infection either in their own homes or elsewhere. It 
is important to remember that uncomplicated primary tuberculosis in 
children rarely gives rise to untoward symptoms. ‘The presence in a small 
child of such minor symptoms as lassitude, anorexia, change of temperament 
or failure to gain weight should be sufficient to lead to the examination of the 
cerebrospinal fluid. If this is done, no case is likely to be missed, the diagnosis 
will be made early and the patient will recover. In my experience it is 
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unnecessary to subject children with symptomless primary tuberculosis to 
periodic lumbar punctures. If, however, a patient is found to have miliary 
tuberculosis of the lungs, the cerebrospinal fluid should be examined at 
once, because he may have an early meningitis, the symptoms of which are 
obscured by the miliary infection. It is also necessary to examine the cerebro- 
spinal fluid regularly during the treatment of miliary tuberculosis, because 
meningitis may still supervene in spite of treatment and because the signs 
are completely masked in the early stages. 

Tuberculin testing.—It would be an advantage if all family doctors knew 
the tuberculin reactions of their patients, especially of children. Chest clinics 
and hospitals should keep them informed about this, but it is easy for the 
family doctors to carry out a periodic check. The tuberculin jelly test is a 
useful diagnostic aid in children, although it occasionally gives false positive 
and false negative reactions. 

The skin of the back is thoroughly cleaned with acetone, to remove grease, and 
allowed to dry. Tuberculin jelly, obtainable from Allen and Hanburys, is applied, 
sufficient to cover 2 or 3 mm. of skin: it is covered with zinc oxide strapping, which is 
left for forty-eight hours and then removed. The result is not read then, but forty- 
eight hours later. A positive reaction is shown by erythema and vesiculation. This 
indicates that at some time the child has been infected with tuberculosis, but it does 
not in itself mean that there is any active infection. 

In patients who are severely ill with tuberculous meningitis the test may 
be negative, but this does not delay the diagnosis if the patient has been 
known to have had a positive reaction earlier. Intradermal tests (Mantoux) 
are more sensitive, more specific and give a result within forty-eight hours 
and are therefore more useful in urgent cases. These are used routinely in 
hospitals and contact clinics. 

The knowledge of the child’s tuberculin reaction is of great value in an 
illness, because it puts the clinical picture in a different perspective. The 
tuberculin test is becoming increasingly important in the diagnosis of illness 
in adults, because many persons now reach adult age without having been 
infected, and it is no longer justifiable to assume that all adults are tuberculin 
positive. 

Age incidence.—-Up till recently most patients were children and the peak 
incidence of the disease was between one and three years of age. With the 
progressive postponement of primary tuberculous infection we shall see a 
relative increase in the proportion of older children and adults with tubercu- 
lous meningitis. In 1946, the ratio of child/adult deaths from tuberculous 
meningitis was 2.5/1.0 and by 1953 this ratio had fallen to 1.5/1.0. 


SYMPTOMS AND SIGNS 
Early symptoms.—The characteristic features of tuberculous meningitis are 
its insidious onset and its variability. The most common early symptoms 
are personality changes. The child becomes different. He is easily upset or 
annoyed and nothing pleases him. He will smile or laugh less and less often. 
He becomes morose and sullen. He loses interest in his toys. He will prefer 
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to keep indoors and may want to be left alone. Alternatively he may want to 
be nursed all the time, yet even so he remains irritable, unhappy and whining. 
He may sleep badly at night but may go to sleep during the day at unusual 
hours. This insidious onset is also characteristic of the disease in adults. 
‘They may go to work for a week or more before the seriousness of the 
situation is realized and medical opinion is sought. There may be some 
improvement for a day or two, but over a period of a week or so the condition 
is definitely progressive. The persistence of these symptoms should make 
one suspect tuberculous meningitis, even if there is no fever and there are 
no abnormal physical signs whatsoever. In such a situation the safest thing 
is to examine the cerebrospinal fluid. 

Soon after the onset of these personality changes the patient will lose his 
appetite and as a result of this he begins to get thinner. He will become 
easily tired. A child will stop learning new skills and may lose those which he 
has only recently acquired. He will stop speaking, sitting, standing or walking 
if he has only recently begun to do these. His irritability will merge into 
lassitude and apathy. In infants, fits may occur early and may be the first 
noticeable signs of illness. Older children or adults rarely have fits at the 
onset of the illness, but they may have them in the advanced stages. Fits 
occurring for the first time should always be investigated in hospital and 
investigation should usually include an examination of the cerebrospinal 
fluid. 

Later symptoms.—The classical symptoms of headache, vomiting and con- 
stipation do not usually appear before the second week of the disease. Infants 
and small children do not complain of headache, but in older children and 
adults it is a constant feature at this stage. To begin with, the headache 
persists for many hours in the day and each day it becomes more severe and 
more persistent. It can be of excruciating intensity. Concurrently vomiting 
begins and it becomes more and more frequent. Eventually the patient is 
unable to keep anything down. Partly as a result of the anorexia and the 
vomiting the patient becomes severely constipated and will now lose weight 
rapidly. Constipation, however, is not constant in infants, who may instead 
have diarrheea. 

Photophobia is common. Stiffness of the neck or back may be spon- 
taneously complained of by the patients or may be noticed by the parents. 
Cough and fever are inconstant even in the second stage of the disease and 
if present they are often due to an associated miliary tuberculosis of the 
lungs. In the later stages of the disease the picture is dominated by pro- 
gressive neurological lesions. ‘There may be double vision, weakness of the 
face, difficulty in swallowing, dysarthria, and loss of use of the limbs on one 
side of the body. At the same time there will be mental confusion, loss of 
memory for recent events, increasing drowsiness, and finally the patient will 
lapse into coma. ‘Terminal convulsions occur about three weeks from the 
onset. 

It must be realized that there is a considerable variability in the clinical 
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picture and that some cases present with a much more protracted course. 
The opposite also occurs and just under one-tenth of the cases present with 
a much more acute onset simulating the more acute types of meningitis 
(Taylor, Smith and Vollum, 1955). 

Physical signs.—It cannot be overemphasized that tuberculous menin- 
gitis often can and should be diagnosed before there are any abnormal 
physical signs whatsoever. A careful history, including a thorough question- 
ing for the possibility of contact with a case of tuberculosis, is of far more 
importance for early diagnosis than physical signs. 

There is only one physical sign which is often present in the earliest stages 
and which distinguishes tuberculous from other forms of meningitis, namely, 
tubercles of the choroid (Illingworth and Wright, 1948). They denote 
associated miliary tuberculosis and are present in some two-thirds of cases 
with miliary tuberculosis. In the early stage of their development they are 
pale-yellow round areas and may be found anywhere in the retina. ‘They may 
be single, in which case they are sometimes of considerable size, or there 
may be as many as twenty or thirty in each eye, in which case they are often 
very small. They do not interfere with vision. They are unlikely to be found 
without dilating the pupil fully with 1 per cent. homatropine solution, and 
small or restless patients will have to be sedated to ensure an adequate 
examination. 

Meningism is present in the majority of cases by the time they reach 
hospital. This consists of stiffness of the neck and a positive Kernig’s sign. 
It is less commonly found in infants. Minor degrees of stiffness of the neck 
are best detected with the patient in the sitting position. The patient’s head 
should first be extended and then gently flexed until his chin touches his 
chest. During the last part of this manceuvre, a resistance to flexion may be 
noted and the patient will complain of pain in the back. He may be unable to 
kiss his knees. In advanced cases gross neck retraction may be present. In 
infants a tense or bulging fontanelle may be detected. A staring, vacant 
expression is a highly characteristic feature of meningitis. 

Other signs, such as fever, raised pulse rate, enlarged liver and spleen, 
are non-specific. Late signs include ptosis, squint, diplopia, facial paralysis, 
hemiparesis, extensor plantar responses, papilladema and wasting. The 
patient usually lies curled up on his side away from the light and resents all 
interference. In the last stages he is paralysed and is in coma. He no longer 
has neck stiffness and his reflexes may be unobtainable. 


INVESTIGATIONS 
The value of the tuberculin reaction has already been emphasized, but once 
the patient reaches an advanced stage of the disease he may be tuberculin 
negative. This rarely causes diagnostic difficulties, because by that time 
there are usually several other diagnostic signs present. 
The cerebrospinal fluid is usually under increased pressure and is crystal 
clear. There is an excess of cells which in the early stages are partly poly- 
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morphs and partly lymphocytes. In the later stages the cells are almost all 
lymphocytes. Usually they do not exceed 500 per cubic millimetre, but in a 
few very acute cases exceptionally high polymorph counts may be en- 
countered. Generally there is no relationship between the severity and the 
duration of the illness and the cell count. The protein in the cerebrospinal 
fluid will progressively rise and the sugar will progressively fall with the 
duration of the illness. In very early cases they are often within normal 
limits. By far the most important investigation is the search for tubercle 
bacilli in the deposit, not only because it gives the final proof of the diagnosis, 
but also because it gives the diagnosis within an hour or two of the patient’s 
admission. Using the correct technique it is possible to detect tubercle 
bacilli in the centrifuged deposit in almost all cases from the first specimen 
of cerebrospinal fluid. The diagnosis can be later confirmed from positive 
cultures and from inoculated guinea-pigs. 

Of other investigations the most important is an x-ray of the chest which 
may show miliary tuberculosis. All other investigations are of relatively 
small importance or are performed to exclude other diseases. These need 


not be enumerated. 


TREATMENT 

The modern treatment of tuberculous meningitis is much less exhausting 
for the patient and much simpler for the physician. ‘The most important 
drug is isoniazid. It is usually given by mouth in doses of 10 to 20 mg. kg. 
body weight daily for six months. It may be given intravenously if the patient 
is in coma or is persistently vomiting. It is not necessary to inject it intra- 
thecally, as satisfactory concentrations of isoniazid are found in the cerebro- 
spinal fluid after oral administration. The drug is almost non-toxic, but 
occasionally may cause acute confusion or hemorrhagic manifestations. 
These usually disappear on stopping the drug for a day or two and it may be 
necessary to resume it with a smaller dosage. I have not encountered this 
complication in any of our cases 

The second most important drug is streptomycin. It is given intra- 
muscularly (40 mg. kg. body weight daily) for six months. We give intra- 
thecal injections to all our patients during the first two months of treatment 
(minimum of 25 injections) but some no longer use intrathecal treatment. 
We believe that there is evidence that intrathecal treatment gives a higher 
survival rate and that without it unnecessary deaths will occur in the first 
fortnight of treatment. Nevertheless, there is no doubt that since isoniazid 
became available much less intrathecal treatment has become necessary. It is 
wise to combine isoniazid with streptomycin, partly to enhance the thera- 
peutic effect and partly to avoid the development of drug resistance. For 
the same reason many still use oral PAS as well (0.5 g. kg. body weight daily), 
although this may not be essential. Cortisone is used by some workers as an 
adjuvant. There is no convincing evidence, as yet, that it is beneficial. 

The clinical course of the disease under treatment is usually uneventful 
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if the patient was conscious on admission. After three or four weeks the 
children have no abnormal symptoms and present no abnormal signs. They 
are up and about in the ward, go for walks, and watch television. Consider- 
able difficulties, however, may arise in treatment, especially in cases diag- 
nosed late. It must be emphasized therefore that the treatment is highly 
specialized, and that hospital treatment is essential for all cases. Further- 
more, the best results can only be expected at the largest centres, where 
considerable experience has been acquired. 


RESULTS OF TREATMENT 

Some excellent results have been reported recently from large centres. For 
example, Fouquet treated 57 children and 53 of them survived (Fouquet 
et al., 1954); Torres-Gost (1953) treated 100 and 94 survived; Debré et al. 
(1955) treated 171 and 143 survived. In the Children’s Hospital, Sheffield, 
we treated 69 patients between 1952 and 1954 (inclusive) and of these 59 
(85.5 per cent.) are alive after a period of observation of one to four years 
(Lorber, 1956). Of 20 patients admitted in 1954, 19 are alive. The only child 
who died was in status epilepticus on admission. Eighteen of the 19 survivors 
are in good health and have no sequele of importance. It is evident that 
there are several methods of treatment which will give excellent results so 
long as treatment can be given before the patient becomes unconscious. 
Deafness, which in the past was due mostly to the prolonged administration 
of intrathecal streptomycin, is no longer seen. Neurological sequela are very 
rare indeed and almost all the survivors are able to resume their previous 
mode of life without difficulty. There is no appreciable intellectual deteriora- 
tion. Relapses are rare and respond well to treatment. ‘The chances of the 
patients who are in coma on admission are much better now than a few years 
ago, but almost all the fatal cases, and those who survive with severe 
sequela, come from this group of cases. Early diagnosis is the key to success. 

As a result of all these advances in prevention, in early diagnosis and in 
treatment, the global mortality from tuberculous meningitis is rapidly and 
progressively falling in this country. By 1953, only 345 persons died of 
tuberculous meningitis and the figures for the next two years are known to 
be even better. Nevertheless, it is likely that most of these deaths were 
avoidable. In many cases the disease itself might have been prevented. In 
others earlier diagnosis or the transfer of patients to units with special 
experience might have led to higher recovery rates. 
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THE MANAGEMENT OF THE 
PARAPLEGIC PATIENT 


By L. GUTTMANN, O.B.E., M.D., M.R.C.P. 


Director, National Spinal Injuries Centre, Stoke Mandeville Hospital, 
Aylesbury, Buckinghamshire 


DuRInG the last decade there have been radical changes in the medical and 
psychological approach to the treatment of spinal paraplegia, whether due 
to injury or to disease of the spinal cord. It has been proved beyond doubt 
that the defeatist attitude held throughout the centuries by most members 
of the medical and nursing professions towards these unfortunate sufferers 
was unjustified. From all the experience gained during the 1939-45 War 
and the post-war period, it can now be concluded that, with proper treat- 
ment and care, not only can the lives of paraplegics with complete lesions 
of the spinal cords be prolonged for many years, but that most of them 
can be readjusted to their permanent disability and rehabilitated to the life 
of a useful citizen. 
rHE IMPROVED OUTLOOK 

‘The dramatic change in the mortality rate of spinal paraplegics, as compared 
with the high mortality rate in the past, is best expressed in an analysis of 
the first thousand paraplegics treated at the National Spinal Injuries Centre 
during the period February 1944, to December 1953 (table 1). It is of 
particular interest that the death rate of traumatic paraplegics from the 
1939-45 War is still under 10 per cent., if we consider the corrected figures 

i.e. paraplegics who died as a result of their spinal injury and its com- 
plications and not from other causes, such as tuberculosis, tumour—and 
the majority of paraplegics from this war have already survived for as long 
as ten to sixteen years. The low mortality rate, which is also confirmed by 
the experience of other spinal units in this country and abroad, compares 
most favourably with the extremely high mortality rates of soldiers with 
spinal injuries from the 1914-18 War, in both the British and American 
armies, when 8o per cent. died within a very short period of their injury. 

As a result of this high survival rate, the problem of paraplegia today can 
no longer be considered solely as a medical problem. Indeed, it has become 
a social problem of increasing importance from year to year. ‘The utmost 
effort, on the part of everyone concerned with the management of para- 
plegics at all stages, is required, to return as many paraplegics as possible 
to useful work and employment in the shortest possible time. In this respect 
the following figures on domestic and industrial resettlement of our first 
thousand paraplegics are encouraging, as they thoroughly disprove the old 
conception that the paraplegic was unproductive, unemployable and 
socially useless: 774 have been discharged from this Centre; 591 of these 
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have returned to their own homes after these had been adjusted to their 
disability, to live with their families in their old environments. This achieve- 
ment undoubtedly represents the ideal domestic resettlement of spinal 
paraplegics. There is, however, a group of 183 paraplegics who, for one 
reason or another, were unable to return to their old environments. ‘These 
live, either singly or with their families, in special settlements or homes 
for ex-servicemen, such as the Red Cross settlements at Watford and 
Macclesfield, the Star and Garter Home at Richmond, Chaseley at East- 
bourne, and the Ministry of Labour Hostel, the Duchess of Gloucester 
House, Isleworth. 








Traumatic cases 
Service cases 
All cases and pensioners Civilian 
(excluding cases 
1914-18 War) 
No. of patients 1000 491 226 
Mortality rate 8.3°% (83 cases) 10%, (49 cases) 3.6°, (8 cases) 
Corrected mortality rate* 6.2°,, (62 cases) 7.9% (39 cases) 1.8%, (4 cases) 








*After deducting those cases in which death was due to causes other than spinal 
paraplegia. 
Table I.—Showing mortality rate in the first thousand cases of spinal paraplegia treated 
at the National Spinal Injuries Centre, Stoke Mandeville Hospital, between February 
1944 and December 1953. 


As regards industrial resettlement, 22 out of 744 paraplegics discharged 
were too old for employment, whilst 518 (69 per cent.) of the remaining 
752 are actually employed. The majority of them—i.e. 405 (78 per cent.)— 
are employed full-time in business, professions, office work (including the 
Civil Service), and factory work. Many of those who were still unemployed 
when figures were compiled have found employment subsequently. 

Today the statement is justified that, so far as the permanent disability 
of spinal paraplegia is concerned, only a very small percentage of para- 
plegics— i.e. those with high lesions involving paralysis of both arms, in 
addition to the legs—may be considered as unemployable. 

From all the data given, it is obvious that the practitioner has an increas- 
ingly important part to play in the after-care of paraplegics, once they have 
been discharged to their own homes or to special settlements. In addition, 
however, he is also called upon in many instances as the first medical 
attendant following a spinal injury. It is the purpose of this article therefore 
to discuss here the two most important aspects in the treatment and rehabili- 
tation of paraplegics— namely, the initial management and the late after-care. 


INITIAL MANAGEMENT IN TRAUMATIC PARAPLEGIA 
In all discussions on first aid in spinal injuries in the past, the need for 
standardized, simple instruction has been readily recognized, and, from all 
the experience gained, the following conclusions can be drawn: 
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(1) A patient with a suspected spinal fracture, following a road or indus- 
trial accident, should be warned not to move. 

(2) At least three and, if possible, five people are necessary to move the 
patient with a spinal injury from the place of accident. It is of the utmost 
importance that all movements by the first-aid party be carried out slowly 
and with the greatest care so as not to bend the patient either backwards 
or forwards. Moreover, meticulous care should be taken that all movements 
be carried out simultaneously by each member of the team, so that the 
patient is turned, lifted or shifted in one piece. This principle of moving 
the patient in one piece should be strictly adhered to, whether the lifting 
is done by hand or by straps placed underneath the patient. 

(3) If the injured person is found in any position other than on his back, 
he should be gently turned on to his back in one piece, and a cushion or 
improvised soft support, large enough to maintain the normal contour of 
the spine, should be placed under the small of the back. All spinal injuries 
can be safely and comfortably transported in the supine position; in sus- 
pected injuries of the upper thoracic and cervical cord this is absolutely 
vital, because of the involvement of the respiratory apparatus. In cases with 
a cervical injury, such as may occur, for instance, following diving into 
shallow water or a motor-cycle accident, the person who is holding the head 
must apply slight traction, while taking care that the head is maintained 
slightly extended and not bent forwards. There is no need to transport an 
individual with a spinal fracture of the thoraco-lumbar region in the prone 
position; in fact, as a spinal lesion is not infrequently associated with other 
fractures, e.g. the pelvis or ribs, or with collapse of one side of the lung, 
the prone position may even be harmful. The only time a patient with a 
suspected spinal injury should be transported in any other than a supine 
position is when he is unconscious when, in order to avoid aspiration of 
saliva into the lungs, it is safer to transport him in a lateral position. 

(4) The patient with a spinal injury should be transported on a rigid 
stretcher or, if this is not available, on a board. Hard objects should be 
removed from the patient’s pockets at once and areas of prominent bone 
should be padded. The simplest way to protect the heel and the head of 
the fibula from pressure is to place pillows or a blanket underneath the 
calves. For transportation, the feet and legs should be bound together at 
the ankles and thighs. The patient should be covered with blankets to 
preserve body heat and diminish general shock. In no circumstance should 
hot-water bottles be used on any part of an injured person with paralysis. 

(5) Morphine should not be given indiscriminately and is indicated only 
in the presence of severe root pain. Its administration in cervical lesions and 
others with suspicion of lung collapse may prove harmful, if not disastrous. 

(6) Before transferring the injured to a spinal unit or the nearest hospital, 
the first medical attendant of a traumatic paraplegic should ascertain, 
whenever possible, the level of the lesion and, in particular, the completeness 
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of the paralysis, and a written statement about his observations should 
accompany the patient. 


INITIAL HOSPITAL TREATMENT 
As a rule the person with a spinal injury is transported to the nearest 
hospital for treatment of shock and initial management of the broken spine. 
‘The hospital concerned should get in touch immediately with the nearest 
spinal unit, with a view to (a) obtaining specialized advice as to the immediate 
steps to be taken, and (b) arranging for an early transfer to such a unit, 
where there undoubtedly exist the best facilities for carrying out the whole 


rehabilitation of the paralysed. 
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Fic. 1.—Supine position of patient with fracture-dislocation of the first lumbar 
vertebra, to restore the normal curvature of the spine. 


When the patient has arrived at the hospital, the principles of care in 
lifting and turning the patient in one piece by several attendants from the 
stretcher and on to his bed, x-ray table or operating table must be preserved, 
as the main factor in preventing further damage. ‘The routine procedure at 
Stoke Mandeville Spinal Centre, in dealing with traumatic paraplegia in the 
initial stage, following fracture or fracture-dislocation, is as follows: 

The patient is placed on ‘sorbo’ packs, with one, two or three additional 
pillows underneath the fracture to produce hyperextension of the spine in the 
physiological position, in order to restore so far as possible the normal 
curvature of the spine (fig. 1) in a case of fracture-dislocation of the first 
lumbar vertebra. From the basic, supine position the patient is turned first 
on to one side, the hyperextended position being maintained by using a 
sandbag to support the pillow in the back (fig. 2), then back to supine 
position and then on to the other side, every two hours, day and night. The 
turning is carried out by three or four attendants, working under the 
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guidance of the medical officer, sister or nurse in charge of the case, and 
they are made fully aware of the details of the fracture and the importance 
of carrying out all movements simultaneously and of turning the patient in 
one piece. 
With this method of postural immobilization and regular turning, ordinary 
compression fractures 
- of the spine can be 
kept safely In position, 
and _fracture-disloca 
tions can be brought 
into satisfactory align 
ment. It may be em 
phasized that even 
unstable fractures can 
be reduced and kept in 
position by this 
method (Guttmann 
1954), as shown in fig 
3 and 4, in a case of 
unstable fracture-dis- 
location of the third 
lumbar vertebra, with 
cauda equina involve 
ment. ‘This patient 
recovered completely 
from her cauda equina 
lesion, and when she 
left the hospital she 
could walk without 


support. Moreover, in 





patients with fracture- 


Fic. 2.- Lateral position of patient with fracture-dislocation dislocations of the 
of the first lumbar vertebra, to maintain the hyper- 


extended position of the spine spine which were not 


reducible and which 
showed an incomplete lesion of the cord or cauda equina, this 
method of postural immobilization with regular turning has proved 
satisfactory in safeguarding progressive recovery of the incomplete 
cord or cauda equina lesion, even in the presence of considerable bony 
displacement. This confirms the well-established fact that considerable, if not 
perfect, recovery of cord and cauda equina lesions may occur, even in the 
presence of marked bony displacement. There is therefore no reason what- 
soever for any hasty measures in the initial stage of traumatic paraplegia, 
whether by forceful manipulation of the broken spine or surgical procedures, 
such as open reduction with or without laminectomy, or internal fixation by 
bone graft, wire or metal plating. 
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December 8, 1954 December 23, 1954 





February 22, 1955 June 6, 1955 


Fic. 3.—Serial lateral x-rays of spine showing unstable fracture-dislocation of the 
third lumbar vertebra 
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Deceinber 5, 1954 February 3, 1955 





February 22, 1955 June 6, 1955 


Fic. 4.—Serial antero-posterior x-rays of spine showing unstable fracture-dislocation 
of the third lumbar vertebra. Same patient as in fig. 3 
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As a rule, external fixation of traumatic paraplegics, following spinal 
fractures, in plaster casts is also unnecessary as an immediate measure. 
Only in selected cases of unstable fracture-dislocation, where displacement 
recurs after postural reduction and immobilization, may this form of external 
fixation be indicated. Plaster beds, which were advocated during the 1939-45 
War for the initial treatment of traumatic paraplegia following fractures, 
and for the prevention of pressure sores, have proved utterly unsatisfactory 
in my experience and that of other workers (e.g. Holdsworth and Hardy, 
1953): 

‘The great advantage of postural immobilization in the initial treatment is 
that it safeguards a speedy recovery of the back muscles at the level of the 
fracture from the direct damage they sustained at the time of injury. ‘This 
is of utmost importance for restoring and maintaining the stability of the 
spine. Moreover, this method, with its regular turning, has proved ideal for 
the prevention of pressure sores—that dreaded complication which in the 
past was considered as inevitable but which can and must be avoided at all 
costs. 

The treatment of shock.—The combating of general shock as an immediate 
measure is of particular importance in these patients, as the restoration of a 
good blood pressure will help to restore the lowering of tissue resistance 
towards pressure, caused by the interruption of the spinal centres and path- 
ways subserving vasomotor control in the paralysed parts of the body. The 
easiest and quickest way to combat shock is a full blood transfusion. The 
sooner the shock is overcome the sooner is the transport of the patient 
possible to a spinal unit or hospital equipped for the treatment of para- 
plegics. In recent years, traumatic paraplegics have been transferred to this 
Centre in increasing numbers within a day or two of their injury, which is, 
of course, the ideal procedure. 


MANAGEMENT OF THE PARALYSED BLADDER 

If the patient’s condition does not permit immediate transfer to a spinal 
unit, the management of the paralysed bladder, in addition to the prevention 
of bedsores, becomes a most important responsibility of the medical officer 
in charge of the paraplegic, pending the patient’s transfer to a spinal unit. 

The immediate management of the paralysed bladder is non-interference 
by instrumentation: as a rule, the paralysed bladder in a traumatic paraplegic 
is never so distended as to warrant immediate drainage by any method. 
Moreover, in many cases of spinal injury, the rate of renal secretion is 
retarded. In particular, there is no indication whatsoever for performing 
immediate suprapubic drainage, as was recommended as a routine per- 
formance for those paraplegics during the 1939-45 War. Suprapubic 
drainage, whether high or low, like perineal urethrostomy, represents an 
unphysiological method and has proved undesirable for the treatment of the 
paralysed bladder. It has its indications only in those traumatic paraplegics 
in whom the urethra has sustained a direct injury at the time of the accident. 
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During the period of 
non - instrumentation, 
repeated attempts 
should be made to 
overcome retention 
and to elicit voiding by 





gentle manual pres- 
sure upon the bladder 
region, combined with 
digital massage per 
rectum. The fear that, 
at this stage, rupture 
of the bladder may 
occur by manual ex- 
pression of urine has 
proved to be unfoun- 
ded. 

If voluntary or reflex 
function has not de- 
veloped within twenty- 
four to thirty-six 
hours of a spinal in- 
jury, drainage of the 
bladder is indicated 
This is carried out by 
urethral catheteriza 
tion, under scrupu 
lous, aseptic precau- 
tions, and the catheter 
and all instruments 
should be specially 
prepared for this pur- 
pose. Inexperienced 
medical officers, let 
alone nursing staff or 
orderlies, should never 
be allowed to carry out 
urethral catheteriza- 
tion in the initial stage 





of spinal paraplegia, 
Fic. 5.—Non-touch technique of urethral catheterization 


in paraplegic patient and only a non-touch 


technique of urethral 
catheterization, as described elsewhere (Guttmann, 1949) and shown in 
fig. 5, should be permitted. At first, intermittent catheterization is employed 
every eight to twelve hours, according to fluid intake and the rate of renal 
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secretion, and a Foley catheter is used: size 14 to 16F in adults, and size 
12 to 14F in children. The reason for first using intermittent catheterization, 
and not an indwelling catheter, is to allow the urethral mucosa to become 
accustomed gradually to the foreign body. It must be remembered that in 
the stage of spinal shock and flaccidity, all tissues, including the urethral 
mucosa, have lost their tone and the threshold to pressure is lowered. This 
means that in the initial stage after spinal injury any indwelling catheter, 
particularly one of larger size, left lying in the urethra for any length of time 
may produce a pressure sore in the posterior urethra, resulting in sloughing, 
infection and fistula formation at the penile-scrotal junction. With incomplete 
lesions, in which an early return of bladder function can be expected, 
intermittent catheterization allows distension of the bladder, which is a 
strong stimulus for promoting early return of bladder activity. 

From the start the patient is kept under an umbrella of small doses of 
‘sulphatriad’ and oxytetracycline or chlortetracycline. 

The non-touch technique of urethral catheterization can easily be learned, 
and it is a grave omission that in teaching hospitals in this and other countries 
medical students are not given proper opportunities during their training 
to become familiar with this method as one of the essentials in medical 
practice. It is precisely this gap in our medical education which, even today, 
is responsible for that careless and unskilled practice of urethral catheteriza- 
tion, resulting in those well-known, dreadful effects on the urinary tract in 
paraplegics and which, in the past, have led to the introduction of most 
undesirable methods, such as suprapubic cystostomy or perineal urethros- 
tomy. Front-line experience gained in the Malayan and Korean campaigns, 
by both British and American army medical officers, has proved that, even 
under the most adverse battle conditions, a proper urethral catheterization 
can be carried out. Moreover, not only have we proved, again and again, at 
Stoke Mandeville that, by intermittent catheterization, the paralysed bladder 
can remain sterile for many weeks, by which time bladder automatism may 
develop, but this has also been confirmed by medical officers in other 
hospitals who, after seeking our advice in their individual cases, have 
employed this method with the same satisfactory results. The contention, 
held so widely and dogmatically in the past, that the paralysed bladder cannot 
be kept sterile for longer than two days by intermittent urethral catheteriza- 
tion, is quite unfounded, if the non-touch technique and proper care and 
asepsis are employed. 

If infection occurs, this is the time to continue the urethral drainage by 
an indwelling catheter, combined with either bladder washouts or tidal 
drainage. The best type of indwelling catheter is the self-retaining, Foley 
catheter, size 14 to 16F, with 5-ml. balloon. It must be emphasized that the 
indwelling catheter must be changed every other day at first; later on, at 
intervals of two to three days. In order to free the urethra from deposits, 
it should be washed out either with ‘flavazole’, 1/2000, or with a solution of 
chloramphenicol, before inserting the new indwelling catheter. Such wash- 
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outs are especially necessary when urethritis has developed. Once the auto- 
matic function of the bladder has returned, the indwelling catheter should 
be withdrawn and intermittent catheterization be instituted and continued 
until detrusor action is powerful enough to empty the bladder completely 
or leave only a small residual urine. The same principle applies to cauda 
equina lesions, when voluntary micturition becomes possible by pressure on 
the abdominal wall. Frequent residual urine tests are essential during the 
early stage of bladder re-education. This regime has prevented serious 
complications in most of our cases. 


LATE AFTER-CARI 

It is beyond the scope of this article to go into all the details of management 
of paraplegics during the various stages of hospital treatment, following the 
initial therapeutic measures. They have been the subject of previous publica- 
tions (Guttmann, 1946, 1949, 1953). Only those aspects which are concerned 
with the paraplegic’s return to his home and his after-care are discussed here 
It must be remembered that if rehabilitation is to be successful it is necessary 
not only to adjust the paraplegic to a completely new scheme of living, which 
will enable him to become as independent as possible and to master his 
disability but, of almost equal importance, to readjust his family and former 
environments. The coordination of these two components is essential for 
achieving harmony in the paraplegic’s new life. When a patient’s discharge 
from a spinal unit is contemplated, various steps have to be taken towards 
this end. 

Adjustment of houses.—Most houses have to be adjusted in one way or 
another to meet the needs of paraplegics, and in recent years housing 
authorities have shown increasing understanding for this need and have 
cooperated in carrying out such modifications as widening of doors to enable 
the passage of a wheel-chair, building a ramp over a step, adjusting toilet 
and bathrooms with hand-rails and overhead lifting chains. Consideration 
is also given to the building of suitable council houses for paraplegics, and 
those who already live in council houses can relatively easily exchange them 
for houses more suited to their disability. In the majority of cases, however, 
medical reports and specific recommendations must be given by the medical 
officer in charge of the case; these have proved helpful and encouraging to 
the housing committees. 

Home-nursing equipment.—Section 28 of the National Health Service Act 
enables the local medical officer of health to provide, on loan, certain items 
of home-nursing equipment for paraplegics, such as hospital beds with 
self-lifting pole and chain, ‘sorbo’ mattresses, rubber sheets, glass urinals, 
rubber bedpans and, in some areas, also pillows, draw-sheets and equipment 
for self-catheterization. Whilst in most instances these items are provided 
on medical request from the spinal unit, before the patient’s discharge home, 
it is sometimes necessary for the family doctor to cooperate in obtaining the 
equipment. 
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Means of transport.—Under the National Health Service, a paraplegic is 
entitled to both an indoor chair and a motor or electrically propelled 
tricycle—or, in the case of most paraplegic war pensioners, to a motor car. 
For those patients who are employed, a second wheel-chair (collapsible) 
can be obtained through the National Health Service. Although these means 
of transport are ordered while the patient is still in hospital, the family doctor 
should take some interest in the maintenance of the machine, particularly 
in speeding up any repairs, so that a paraplegic who relies on it for getting 
him to his place of employment does not have to stay off work a day longer 
than necessary. 

Industrial rehabilitation (training and employment).—-It is not always 
possible for the welfare team of the spinal unit, in cooperation with the 
district rehabilitation officer of the Ministry of Labour, to provide the patient 
with employment before he returns home. Here, the family doctor, with his 
personal knowledge of local facilities, can be of tremendous help in speeding 
up the paraplegic’s employment. ‘This is a point of the utmost importance, 
as paraplegics, like any other severely disabled persons, may easily lose heart 
if their efforts to obtain employment are frustrated. Disinterest, amounting 
sometimes even to negligence, on the part of those concerned with the after- 
care of paraplegics, once they have been discharged from a hospital or spinal 
unit, can undo the good work which has been done for their rehabilitation 


SPECIAL MEDICAL ASPECT 

Vutrition.—_Many paraplegics admitted to this Centre several weeks 
months after injury arrived in various degrees of malnutrition, due to 
depletion of the body’s protein reserve, as a result of infection from pressure 
sores and from the urinary tract. Constant attention must be directed not 
only to overcoming malnutrition during the early stages of paraplegia but 
also to maintaining a good state of nutrition after the patient’s discharge to 
his own home. This is of particular importance in those paraplegics who 
are still suffering from chronic infection of the urinary tract or renal 
deficiency with increased protein excretion. Continuation of a high-protein 
diet for these patients after their discharge from hospital is strongly recom- 
mended. On the other hand, obesity, which has been observed in certain 
paraplegics in later stages—particularly those who relapsed into inactivity 
at home and did not carry out regular exercises—must also be avoided and 
treated by special diets, in order to reduce the risk of hypertension and other 
vascular disturbances developing. 

Care of bladder and bowels.—On the discharge of a paraplegic from the 
Spinal Centre, the family doctor receives a full report about the case, in 
which special attention is paid to the condition of the patient’s urinary tract, 
and in every case information about the voiding mechanism of the bladder 
and the necessary medical supervision is given. Most of our paraplegics are 
trained in the self-care and hygiene of their bladders, and certain patients 
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are even trained in self-catheterization with the non-touch technique, how 
to check their residual urine, remove deposits and control chronic infection 
of the bladder by regular washouts. Patients with incontinence have been 
taught how to overcome this complication by correlating frequency of 
micturition with the amount of fluid intake. To be socially acceptable, 
however, the majority of paraplegics 
need a urinal. There are several types 
recommended. In cooperation with 
Down Bros. Ltd., London, I have 
devised a special type of urinal, with 
detachable sheaths, which has proved 
satisfactory for most paraplegics. ‘The 
head-piece is either straight or of 
swan-neck type (fig. 6), according to 
the individual need. The great advan- 
tage of this urinal,as compared with 
others, is that, on account of its detach- 
able sheaths, not only is it more hy- 
gienic but its duration of life is infinitely 
longer than that of any other type 

The most careful attention must be 
given by the family doctor to any flare- 
up of active urinary infection. ‘This ts 
not necessarily manifested by pyrexial 





attacks but can develop slowly, without 


6 Straight and swan-neck types of 7 nad 
head f alain any rise in temperature. ‘The chronic 
Lead -piece for specia urinal tor d 

paraplegics typeof infection, however, can be recog- 


nized by certain symptoms, such as 
loss of appetite, ‘feeling liverish’, ‘feeling off colour’, and either increased 
irritability or lethargy. ‘These are important symptoms of septic absorption 
ind should always be regarded most seriously by the medical attendant 
\ctive steps to ascertain the type and degree of infection must be taken 
at once 
The care of the bowels also needs great attention in paraplegics. ‘here 
is no doubt about the important interrelationship between neglect of the 
bowels and the incidence of active urinary infection. On discharge from the 
spinal centre, the paraplegic has either attained his own individual habit for 
opening the bowels or the doctor is informed about the steps to be taken 
to maintain regular bowel action. Chronic constipation in paraplegics should 
be avoided at all costs, and this needs individual attention in every case 
Vascular disturbances \ttention should also be drawn to certain vascula: 
disturbances in the late stages of paraplegia, after the patient’s discharge from 
hospital These can be avoided by proper care. They may develop in both 
cord and cauda equina lesions and are caused either by exposing the feet 
and legs, even though covered, to an open or electric fire or, on the other 
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hand, by exposing the insufficiently protected paralysed limbs to cold 
especially if the paraplegic keeps the paralysed legs continuously in the same 
position and fails to exercise them. 

The treatment of pressure sores has been repeatedly discussed in recent 
years, and I have recently reviewed the subject (Guttmann, 1955). Although 
no paraplegic is discharged from the spinal centre unless his sores are healed 
and he has been trained to become ‘pressure or sore conscious’, certain types 
of pressure sores may be mentioned here, which develop in the later stages of 
paraplegia: these are over the ischial tuberosity, the ankles, the toes, 
and the posterior surface of the penis. They all develop as a result of 
carelessness on the part of the paraplegic, either by failing to take care when 
moving from his bed to his wheel-chair or from his wheel-chair into his car, 
or vice versa, or by careless adjustment of his urinal. These sores have to 
be taken very seriously as, if neglected, they will result in the paraplegic 
being off work for along period. As a rule, they can be treated at home and, 
if proper care is taken by keeping the patient in bed and avoiding any 
pressure on the sore, they will heal very quickly. In certain cases, however, 
it is safer to readmit the paraplegic to a spinal unit for specialized treatment. 


CONCLUSIONS 
From all the data given in this short survey, it will be seen that the family 
doctor has a most important part to play in the rehabilitation of paraplegics, 
in order to restore them to a healthy, useful and contented life. It will 
greatly help to achieve this aim if a close contact is established between the 
family doctor and the spinal centre or hospital where the paraplegic received 


his inpatient treatment. 
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THE MIGRAINE SYNDROME 
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Issistant Professor of Otolaryngology, New York University; Assistant 
Otolaryngologist, New York Unit ersity-Be llevue Medical Center, New York 


Why the Editors asked me, an otologist, to write on migraine, they alone 
know. But given the opportunity, I jumped at it, for I have long been 
interested in the subject and have some observations to report. For a 
number of years I have been engaged in studying the problem of Méniére’s 
syndrome, a condition with which migraine is closely related clinically 
(Atkinson, 1943). These two conditions often occur successively and even 
coincidentally in the same patient; and it has been found that treatment 
which resulted in the control of vertigo has usually resulted also in control 
of headache. Hence I became interested in migraine per se and began to 
apply the observations made while investigating Méniére’s syndrome to 
those patients with migraine who came my way. 


DIAGNOSIS 
The diagnosis should not be difficult to make, for the clinical picture is 
distinctive. Many admirable accounts exist, for example that in Kinnier 
Wilson’s textbook (Bruce, 1955). A brief definition might go something 
like this: 

(1) Unilateral or predominantly unilateral paroxysmal headache, 

(2) preceded often by a visual, and sometimes by other varieties of, aura, 

(3) accompanied usually by photophobia and 

(4) gastro-intestinal disturbance which may on occasion proceed to 

vomiting, 

(5) with onset usually in early life and 

(6) often showing a familial tendency. 

These six points make up a fairly characteristic clinical picture. Although 
points 2, 5 and 6 may not, and need not, be present in all cases, points 
1, 3 and 4 should occur, and together, in a proportion of attacks to justify 
the diagnosis. 

And the diagnosis of migraine must be justifiable. Migraine is a perfectly 
definite clinical entity which should seldom present any great difficulty in 
diagnosis to the careful physician. Migraine equivalents may, but not the 
classical picture. But it cannot be too strongly emphasized that a ‘sick’ 
headache, that and nothing more, is not necessarily migraine, and the prac- 
titioner must beware of having that diagnosis foisted upon him. Patients 
often bandy the word about with no justification. The old platitude is as 
true in this condition as in any other, that accurate diagnosis is the key to 
effective treatment, and in dealing with so polyvalent a symptom as head- 
ache one cannot be too careful. ‘The headache of a brain tumour, for 
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instance, will not be controlled with ergotamine. A diagnosis of migraine 
therefore should be regarded with great suspicion if: 

(1) the headache is never unilateral, 

(2) an aura has never been observed, 

(3) gastro-intestinal disturbance never accompanies the headache, 

(4) onset is late in life. 

PATHOGENESIS 

‘The mechanism of the attack has for long been regarded as a neurovascular 
dysfunction, and this view may now be regarded as firmly established 
thanks to the work of Wolff and his collaborators (1948). They showed 
that the first phase of the syndrome, the aura, is produced by vascular 
spasm, and that when this spasm subsides it is followed by a phase of dila- 
tation which is the phase of the headache. Thus the primary and essential 
mechanism is one of vasoconstriction; the headache phase, which by reason 
of its severity steals the show, is in fact only secondary. 


ETIOLOGY 

‘The question then arises: What is the reason for this neurovascular insta 
bility? As usual with a condition the cause of which is unknown, a host of 
etiological factors have been proposed: allergy, eyestrain, alcohol, tobacco, 
stress and strain of mind or body and many more. Anyone who has much 
contact with migraine sufferers will admit that any of these factors may act 
as the trigger in particular cases: the woman who gets a headache if she eats 
chocolate, for instance; the man who wakes on Sunday mornings with an 
attack (‘week-end headache’), the result of his stressful week’s work; the 
person who cannot touch alcohol, and so on. But, whilst such factors may 
be specific for individuals and as such have to be considered in each patient, 
they provide no explanation of the basic cause of the neurovascular insta- 
bility, and this after all is the crux of the matter. 

The frequently familial nature of the disturbance has naturally led to 
consideration of heredity as the prime determining factor. In many instances, 
however, no familial tendency can be determined, nor has any satisfactory 
evidence that the liability to migraine is genetically determined so far been 
offered. In this connexion, it is well to remember that characteristics com- 
monly regarded as congenital may be in fact the result of inherited environ- 
ment. This may well be the case with migraine. 

Another explanation of the migraine diathesis popular at the present time 
is personality structure. The subjects of migraine are said to be tense, rigid, 
perfectionistic people, and undoubtedly such a personality type is prone to 
headache. But to say that migraine occurs on/y in such people is not true. 
Perhaps such a personality structure may be a precipitating factor rendering 
these individuals more liable to migraine, but I find it difficult to believe 
that it is determining. Indeed, I find a purely psychogenic explanation, 
whether personality structure or other, very difficult to accept for so clear- 
cut and invariable a syndrome as that of migraine. It seems to me a cry 
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of despair. I am a firm supporter of the venerable though newly labelled 
psychosomatic concept of disease, but I should like to lodge my little 
personal protest against the present-day preoccupation with Psyche. She is 
undeniably a very important lady, but I see no reason why, as soon as she 
walks in at the door, poor reliable old Soma should be thrown out of the 
window, and this is what happens as soon as the term psychosomatic is 
used. In the matter of migraine, accepted as a psychosomatic complaint paz 
excellence, | rebel against this point of view. I feel very deeply the need for 


some somatic explanation as well. 


rREATMENT 

If we are on uncertain ground as regards etiology, we are on no firmer 
ground as regards treatment. In each individual case we attempt to fasten 
on to one or more of the various accepted etiological factors in the hope 
that by eliminating or modifying them we may diminish the frequency and 
severity of the attacks. We advocate, hopefully, rest in these busy days, 
emotional tranquillity in anxious times; we may proscribe chocolate, alcohol, 
tobacco; we attend to eyes and teeth and maybe other organs, not alway 

wisely; and at times such efforts appear to have some measure of success 
Some modification is usually as much as can be hoped for, but the migraine 
background, the basic disturbance whatever it is, remains untouched 

\t the same time, if we subscribe to the personality hypothesis, we may 
advise some form of psychiatric treatment, although this often seems to be 
put forward more as a forlorn hope than as a likely probability. Even the 
psychiatrists are pessimistic in their outlook on psychiatric treatment for 
headache. Admittedly, there are migraine patients who have been helped 
by psychotherapy; there are also many who have not been helped at all 
I have yet to be convinced that personality structure or any other psycho- 
logical factor is more than incidental. 

If these measures fail, as unfortunately they do all too often, we have to 
treat the attacks as they come, and for this we fall back upon the old stand- 
bys—ergotamine, pain-killers, diuretics. 

Ergotamine has proved a valuable addition to our means of controlling 
an attack in being. By injection it is usually effective, by mouth it is much 
less certain. But it has side-effects, such as nausea and vomiting, which in 
some people are of such severity that they cannot use it, whilst in many it 
will cause tingling of fingers and toes from peripheral vasoconstriction 
lor this reason, the danger of ergotism, my more conservative colleagues 
advise that no more than 2 ml. of ergotamine should be used in any one 
week, so that if you have more than two headaches a week you are out of 
luck. Myself, I am more liberal than that, and many patients are more 
liberal than I. They say: ‘I'll chance the ergotism if I can control the 
headache’. There is another objection to the repeated use of ergotamine, 
which is that it produces that very vasoconstriction which is the primary 
disturbance in the migraine cycle. It may relieve the headache, but it en- 
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courages the attacks, which tend to become more and more frequent until 
2 state of constant pain, constant distress and constant injections may be 
reached. Many a migraine sufferer thus becomes an ergotamine addict, only 
to find, like all addicts, that he gets less and less effect from the drug. I had 
one sorry patient who was taking two and three injections daily in his vain 
attempts to gain relief. 

Of pain-killers, of caffeine and the diuretics, there is no need to speak 
here. ‘They come in innumerable combinations and vast variety, and each 
victim and every doctor has his own special pet. Again there is danger of 
addiction and of loss of effect, but the motto usually is ‘Any port in a storm’. 
Anyone who has experienced a severe attack of migraine knows how fierce 
the storm can be and how desirable is the port. We should not be intolerant 
therefore of the sufferer whose efforts at relief often appear frantic and 
irrational. Since no-one else seems able to help him, it is not surprising that 
he tries desperately to help himself. 

For sufferer is the word. Migraine may have no mortality, but it has a 
very high morbidity and many a life is being ruined by it at this moment. 
We may as well admit that present methods of treatment are only palliative, 
even when they are effective. What is needed, obviously, is a means of 
prevention of attacks, and in the final part of this article I shall describe 
briefly an investigation which has been under way for several years, and 
make a preliminary report of certain as yet unpublished observations. 


THE STORY OF AN INVESTIGATION 

The background.—Since the primary disturbance is vasospasm, it seemed 
logical to assume that if this could be prevented the secondary vasodilatation 
with its accompanying headache would also not occur. With this end in 
view it was decided to try the effect of long-continued administration of a 
vasodilator in the intervals between attacks. The drug selected was nicotinic 
acid because, being not only a vasodilator but also a vitamin, it was felt 
that it could be given for long periods without ill-effect, that tolerance to 
it was not acquired and moreover it had proved effective in Méniére’s 
disease, a condition in which precisely the same mechanism has been shown 
to be operative as in migraine (Atkinson, 1941). It was therefore tried in a 
small series of cases and produced from time to time quite startling im- 
provement (Atkinson, 1944), although more often the result was only a 
partial success. At that stage things remained for a while. 

The procedure.—Then the possibility that nicotinic acid might be playing 
its successful role in Méniére’s disease as much as a vitamin as in its Capacity 
as a vasodilator was put before me, together with the information necessary 
to investigate the possibility. I learned about the appearances of chronic 
vitamin deficiency as seen in the tongue, eyes and skin, and these appear- 
ances I found aplenty when I came to look for them in cases of Méniére’s 
disease. When practical application was made of these observations, by 
giving the other fractions of the B complex in addition to nicotinic acid, 
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the results in the form of control of the attacks of vertigo, of accompanying 
headache if any, and sometimes even of deafness and tinnitus, began to 
improve quite remarkably (Atkinson, 1949, 1950, 1953). Moreover, if vita- 
mins were stopped for any length of time, an experiment undertaken by a 
few patients without my knowledge, the attacks returned, to be controlled 
again by a resumption of vitamin treatment. From these observations the 
conclusion was drawn that Méniére’s disease is a deficiency disease. 

Thereupon an identical investigation was started on such cases of migraine 
as came my otological way. For, if the concept were correct that the 
mechanism of the two conditions is the same, that, so to speak, Méniére’s 
disease is migraine in the ear, migraine Méniére’s disease in the brain, then 
an investigation of migraine subjects along the same lines ought to produce 
similar findings and similar results. In point of fact, it did. 

Within the scope of this article I cannot describe the appearances indica- 
tive of chronic vitamin deficiency (Kruse, 1942; Kruse ef al., 1940). 1 must 
limit myself to saying that in migraine cases, just as in Méniére cases, 
evidence was found of severe chronic deficiency of the Big Three of the 
vitamin B complex. In the great majority of cases the predominating 
deficiency was of niacin; out of 36 cases investigated 28 showed severe or 
very severe deficiency. Riboflavine was second with 19 cases out of 36 in 
the same category. ‘Thiamine was third with 12 cases. Moreover, in general 
the longer the attacks had been in being and the more intense they were, 


the more severe were the signs of deficiency. 


rHERAPEUTIC RESPONSI! 

This is the acid test of the validity of a clinical investigation of this kind. 
Of the 36 patients investigated, 27 were treated more or less adequately. 
Any inadequacy was due either to insufficient experience in the early days 
or to failure on the part of the patient to continue. Of these 27 patients, 
two who had grossly inadequate treatment experienced no improvement; 
23 experienced improvement which was considerable in 17 (‘Headache is 
no longer a factor in my life, an aspirin will stop the occasional one I get’); 
three have been completely free of headache for 6, 5 and 3 years, respec- 
tively. 

The number of cases is smaller than I would wish, but cases of migraine 
do not cross the otologist’s path every day. Nevertheless, what there are 
have been carefully studied, and I would emphasize that they are all cases 
of classical migraine, according to the letter of the law. No ‘migrainous’ 
headaches, no migraine equivalents. Most of them, too, have been cases of 
long standing, who had been the rounds and run the gamut of all conven- 
tional treatments, without relief. Some were ergotamine addicts, with fear 
of side-effects but more fear of attacks; some had become so intolerant of 
the drug that it had become useless and they were at their wit’s end. All 
in all, they were a very miserable group. Two said, rather ambiguously, 
that they had given up going to doctors but had come to me as a last resort, 
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and one said that he was going to commit suicide if | couldn’t help him. 
‘They were, I think, all fairly sceptical in the beginning (they had reason to 
be) and were often slow to admit improvement, even when it seemed to me 
to show on the headache calendar which each patient was asked to keep. 
\s to controls, each patient constituted his own control, since they had all 
failed to respond to any treatment, or the lack of it, in the past. Experi- 
menting with placebos after some measure of control had been gained was 
not felt to be humanely justifiable. Any gain was not to be jeopardized but 
to be consolidated. 
METHOD 

I cannot go into the niceties of dosage or the details of management, again 
because of limitations of space. I shall only say that it has been found as a 
matter of experience that, just as in Meéniére’s disease, control is gained 
most rapidly and most effectively if the appropriate fractions of the B 
complex are given initially by injection as well as by mouth; that oral 
dosage must be high, many times higher than is generally accepted as the 
maximum for each particular fraction; that it must be continued day in and 
day out, week in and week out, for a period of time which is to be measured 
in years, not months, and which may, for all I know as yet, involve some 
degree of supplementation for life. In addition, attention is paid to any of 
those etiological factors mentioned earlier which may be appropriate, a 
sound dietary regime of high protein, moderate carbohydrate and low fat 
is insisted upon, and of course the conventional means of dealing with an 
actual attack are employed as necessary. If such a programme is followed 
faithfully, then gradually the frequency and severity of the attacks will be 
found to diminish, in some patients quite rapidly, in others more slowly, 
and sometimes so slowly and with so many ups and downs at first that all 
one’s powers of persuasion are needed to keep the patient going. But, given 
patience and perseverance on the part of both patient and doctor, it is 
seldom that a very definite improvement cannot be obtained, whilst at 


times the response is quite dramatic. 


ILLUSTRATIVE CASES 

Case 1.——-A white female, aged 49, referred to me in February 1946, had suffered 
from right-sided migraine headaches since the age of nine. Over the years the 
attacks had gradually increased in frequency and severity so that by the time | 
first saw her she was seldom entirely free of headache and was virtually incapaci- 
tated. Moreover, other distressing symptoms had appeared at various times and 
were increasing in severity. For twenty years she had suffered from attacks of 
‘ulcer pain’ without evidence of ulcer, and this had latterly increased so that she 
had almost constant abdominal discomfort with frequent acute exacerbations, 
nausea and more or less constant diarrhaea. There were so many foods which she 
could not eat that her diet was greatly restricted and wholly inadequate and sh« 
had lost much weight. She was weak and exhausted and spent a large part of each 
day in bed. 

Examination as usual did not bring to light anything very significant other than 
poor general condition, underweight (108 lb. [49 kg.]) and signs of severe chronic 
deficiency of all three fractions of the B complex; blood count was normal. X-rays 
of the skull and the gastro-intestinal tract showed no abnormalities 
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‘Treatment was started with nicotinic acid and nicotinamide both parenterally and 
orally in rapidly increasing doses, so that after two weeks she was taking daily 
400 mg. of the acid and 1600 mg. of the amide by mouth, and 50 mg. of the acid 
and 200 mg. of the amide daily by injection—and already there was a marked 
improvement in her abdominal symptoms, at least as regards the acute attacks of 
pain and diarrhoea, and some lessening of frequency and severity of headache. At 
the beginning of April 1946, riboflavine was added, working up to 200 mg. daily 
by mouth and 25 mg. by injection, with immediate improvement as regards headache 
and eye symptoms. Fatigue, amounting at times to exhaustion, continued to be an 
outstanding symptom, and at the beginning of May she was put on to thiamine, 
working up to 100 mg. daily by injection and 400 mg. daily by mouth. By the end 
of May her weight had gone up to 115 Ib. (52 kg.), her energy was improving, and 
she went away for the summer with instructions as to how to build up her dose of 
vitamins. When next seen in September 1946 there was considerable all-round 
improvement and her weight had gone up to 118 Ib. (53.5 kg.). A year later, 
September 1947, she was having only occasional mild headache (‘You could hardly 
call them headaches’) which could be controlled with ‘empirin’. Diarrheea was only 
occasional, attacks of abdominal pain were becoming quite uncommon, she had had 
no ‘ulcer pain’ for six months, her appetite was excellent (after twenty-three years 
on a restricted diet she could now ‘eat anything’), fatigue was much less, her legs 
did not ache, and her weight was up to 125 lb. (57 kg.). 

She has continued her vitamins in high dosage up to the present time, June 
1955. Indeed, the difficulty has been not to get her to take them, but to prevent 
her from taking too much in her enthusiasm. Improvement has been maintained, 
she looks and feels well and is free from symptoms (‘I can’t remember when I last 
had a headache’). Weight has been maintained at 125 lb. (57 kg.) 

I ought to say that the necessity for such high dosage is unusual but is at times 
essential, as in this instance. 


Case 2.—A white male, aged 52 years, came to see me in October 1953 on account 
of right-sided migraine since the age of 10 years. During the previous ten years 
there had been a gradual increase in frequency and severity and during the previous 
four years he had been in almost constant mild pain which would develop several 
times a week into severe headache. He had been the rounds and had been given a 
variety of treatments, conventional and unconventional, the latter including a 
spinal adjustment and an alcohol nerve block. None had been effective. The only 
drug that controlled his pain was ergotamine by injection and this was becoming 
less and less effective so that he was using more and more of it. It had no effect 
by mouth and he was therefore taking large quantities of pain-killers, even pethidine 
if the pain was very bad, and phenobarbitone with increasing frequency. This 
patient holds a responsible position in the field of education. He was very tense 
and nervous when first seen because he was under considerable pressure which 
could be expected to increase throughout the following winter and spring. 

Thorough examination and investigation by two well-known neurologists had 
produced no significant findings, and my examination was no more revealing except 
for marked signs of severe chronic deficiency of the vitamin B complex 

He was treated along essentially the same lines as the previous patient, starting 
with a long course of injections which extended over four months intensively and 
over another two months in rather smaller dosage. At the same time he took, and 
has continued to take routinely, high dosage by mouth. He has continued to follow 
his former routine for headache attacks as necessary. The upshot of all this has 
been that during the first winter and spring of treatment matters gradually improved 
so that in May 1954 he could say that there was a ‘definite improvement over way 
back yonder’. He was urged to have at least a two-months’ holiday in the summer, 
which he did, and during the first three weeks had several bad headaches (relaxa- 
tion headaches) after which there was steady improvement and he had no headache 
at all during the last three weeks, the first free period of that length for several 
years. The next twelve months was a period of great strain for him and included 
an arduous two-months’ trip through the Middle East in the spring. Despite all 
this he ‘held his own’ and could report in November 1955 that ‘this year has been 
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definitely better than last year’. He has far less pain and far fewer severe headaches 
than he used to have. 


DISCUSSION 

It will be noted from the two case reports how long it takes to obtain control 
in severe cases, although this is scarcely surprising when it is remembered 
how long the disturbance has been in existence and how debilitated by it 
are many of these patients. ‘The worst of them present a problem of general 
management almost as urgent as that of their special treatment (Case 1). 
It will also be noted that the vitamin dosage has been, as | said earlier, 
very high. This has been found to be essential. If the dose is cut, relapse 
will occur. On the other hand, several patients who in the early days got 
‘stuck’, resumed progress when the dose was increased. Maximum tolerable 
dosage is the slogan. This has led some nutritionist colleagues to object that 
vitamins so used must be having a pharmacological and not a vitamin 
action, since in accepted deficiency diseases very small amounts of vitamins 
produce very great effects. They also object that to give vitamins by injec- 
tion is entirely unnecessary, that oral administration is equally effective. 
‘These objections may be valid with regard to acute deficiency, but are they 
also valid with regard to chronic deficiencies? There are nutritionists, like 
my mentor H. D. Kruse, who maintain that they are not. 

However all this may be, whether vitamins used in this manner are 
pharmacological agents or something more, whether migraine, or rather the 
neurovascular disturbance which produces migraine, is caused by a true 
deficiency or is the result possibly of a genetically determined error of meta- 
bolism are questions yet to be answered. From the point of view of the 
patient, they are academic if only he can get some relief from his miseries. 


SUMMARY 
The necessity for accurate diagnosis has been indicated and essential 
criteria listed. ‘The mechanism of the attack has been described, and the 
inadequacy of current ideas about etiology and the almost complete lack 
of any means of prevention have been discussed. Methods for control of 
an attack have been briefly reviewed. Finally, a new viewpoint on etiology 
has been propounded, with a brief account of the results of its application. 
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CORONARY THROMBOSIS 
AND AIR TRAVEL 


By SIR HAROLD WHITTINGHAM, K.C.B., K.B.E., LL.D., F.R.C.P. 


Director of Medical Services, British Overseas Airways Corporation 


IN view of the importance of the subject, the Editors have asked me to 
deal in some detail with the following query which they have recently 
received from a reader: 

‘A patient of mine recovered from a severe coronary thrombosis some four years 
ago. Is there any danger in air travel for him?’ 


Assessment as to whether there is any danger for a patient who has 
apparently recovered from a severe attack of coronary thrombosis four years 
ago to undertake air travel depends upon the present condition of the heart 
as revealed by a careful inquiry regarding symptoms and by an electro- 
cardiogram, the length of the envisaged journey, the type of aircraft to be 
used, rapidity of climatic changes en route, and the altitude of the place of 


destination. 

There is little risk for a patient who has recovered from even a severe 
attack of coronary thrombosis in undertaking a short flight of up to 4 to 5 
hours’ duration, if he can walk a hundred yards or climb a dozen steps 
without symptoms and provided that the journey is made in a pressurized 
aircraft with a cabin altitude no greater than the equivalent of that of an 
altitude of 8000 feet. The patient should remain at rest throughout and 
oxygen should be available. 

If the patient’s electrocardiogram shows no more than slight abnormality, 
and if he can walk at a reasonable pace for half a mile without symptoms 
supervening, he should be fit to make a flight of 10 to 12 hours’ duration 
(e.g. across the Atlantic), provided an altitude of 8000 feet is not exceeded 
and he remains at rest throughout. In the case of long journeys entailing 
more or less continuous flying for two to three days, punctuated by a few 
transit stops of about an hour each and possibly by one night stop, it might 
be advisable to stay over for a day or two at selected places en route. ‘Travel 
should be in a pressurized aircraft to help to ensure that the cabin altitude 
would not exceed the equivalent of that of 8000 feet. Consideration should 
be given to the altitude of the patient’s destination, for, if it is over 5000 feet, 
walking after a long flight at about 8000 feet with its lowering of oxygen 
tension tends adversely to affect those who have a defective circulation in 
the cardiac musculature. 


PRECAUTIONARY MEASURES 
When a patient with coronary disease intends to travel by air, especially 
for many hours, it is advisable to consult the medical department of the 
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airline concerned, so that appropriate arrangements can be made for the 
patient’s care and comfort en route. ‘These arrangements should include 
attention to toilet before embarkation, the provision of a seat near the 
lavatory to minimize moving about in the aircraft, the availability of an 
adequate supply of oxygen in case of need, and assistance on and off the 
aircraft and with baggage through customs and health control. On long 
flights those who have had a severe attack should occupy a sleeping berth, 
a sleeperette, or an invalid couch. If the patient has not previously travelled 
by air, it might be advisable to give a sedative to lessen nervous tension 
Smoking should be curtailed or preferably forbidden during flight, but a 
modicum of alcohol is likely to be beneficial for the cardiac condition. 


rHE RISKS 

In pressurized airliners it is the usual practice to maintain the cabin 
atmosphere at the equivalent of that of an altitude of 8000 feet or less, though 
at times when flying above the weather it may be equivalent to that of 
8,500 or gooo feet. It is not possible to guarantee that a defect will not 
occur in the pressurization during a flight and then the cabin altitude may 
reach 10,000 feet or more. At an altitude of 8000 feet the oxygen saturation 
of the blood is about 86 per cent., which is borderline in causing a definite 
increase in cardiac output when the individual is at rest, depending upon 
personal peculiarities and on the extent of the cardiac damage. ‘Tobacco 
smoking and body movements make proportionate demands on the arterial 
oxygen available, and any anemia present or nervous excitement would 
further accelerate the heart and so have an adverse effect. 

Airlines have to consider the interests of other passengers as well as 
those of any particular patient. It would be very disturbing to passengers 
in the confines of an aircraft to witness an attack of coronary thrombosis, 
especially if severe or fatal. In addition, such occurrences are liable to cause 
operational difficulties and delays. Some cardiologists aver that there is 
little risk for those recovered from an attack of coronary disease to undertake 
long air journeys, but the statistics for one airline operating globally show 
that, of 155 known cases of coronary disease transported long distances, 33 
(i.e. 21.3 per cent.) required medical attention en route and two (i.e. 1.3 per 
cent.) died in flight or shortly after landing. 


SUMMARY 

‘The great majority of patients who have recovered from coronary thrombosis 
are fit to make a short flight of under five hours’ duration. But those with 
even a minor degree of coronary disease should not undertake long journeys 
by air unless they have been free from symptoms for at least three, and 
preferably six, months. Their condition should be revealed to the medical 
department of the airline for a decision regarding advisability to travel and 
to enable appropriate instructions to be issued to all concerned for their 
care and welfare along the route. 




















PREVENTION OF BLINDNESS IN 
MIDDLE AND OLD AGE 


By JOSEPH MINTON, F.R.C.S. 


Ophthalmic Surgeon to the Royal Free Hospital Group (Hampstead General 
Hospital), Queen Elizabeth Hospital for Children, and West End Hospital 


for Neurology and Neurosurgery 


‘THE most common causes of blindness in middle and old age are trauma, 
uveitis (iritis, iridocyclitis and choroiditis), glaucoma, and cataract (Sorsby, 
1953). 
rRAUMA 

‘Trauma ts responsible for 5.2 per cent. of blindness in the age-group 15 to 
29, and 3.7 per cent. in the age-group 30 to 49. There is no doubt that 
many occupational eye injuries and diseases can be prevented by the 
widespread use of protective appliances in industry. Glass-blowers’ cataract 
has almost disappeared in this country because the methods of production 
of bottles has completely changed; machines have replaced hand blowing 
The workmen are therefore not exposed to the infra-red radiation which 
in the past caused ‘heat cataract’. Suitable protection of, for example, 
chain-makers, furnace workers, and tinplate workers will further eliminate 
the incidence of heat cataract. Miners’ nystagmus which causes partial 
blindness still occurs too often among coal miners, but improved illumina- 
tion and improved methods of protection will gradually diminish the 
incidence of this disabling disease. 

We still encounter too many cases of intra-ocular foreign bodies and 
perforating eye injuries. Suitable protection of machines and more frequent 
use of protective goggles should diminish the incidence of these grave eye 
injuries. Fortunately, modern methods of treatment of eye diseases have 
given better chances of recovering the sight in an injured eye. Antibiotics, 
either parenterally or in the form of eye-drops, have cured thousands of 
inflamed and infected eyes, whilst cortisone, given as eye-drops or by 
subconjunctival injection, has diminished the risk of sympathetic ophthalmia 
and proved successful in the treatment of iritis, iridocyclitis and corneal 
scarring following injuries. 

Hypopyon ulcer. wenty years ago, hypopyon ulcer was a common 
complication following eye injuries (corneal abrasions) in miners. Nowadays, 
corneal abrasions are less often infected and hypopyon ulcer, which in 
the past invariably caused loss of sight in the eye, can be cured. 


I recently treated a case of hypopyon ulcer which presented interesting and 
instructive features. A young workman sustained an injury to his right eye. He had 
an abrasion of the cornea which became infected, and when he applied for treatment 
at the outpatient department he had a severe hypopyon corneal ulcer. He was 
admitted as an inpatient and was treated with subconjunctival penicillin injections; 
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500,000 units were injected on four successive days. Sulphadimidine tablets were 
also administered. Chloramphenicol eye-drops, 0.5 per cent., were instilled into the 
eye at hourly intervals. The pus in the anterior chamber disappeared and the 
inflammation of the eye gradually subsided, but he developed a large central corneal 
scar which was in the line of vision, and 
could only see shadows of large objects 
with the injured eye. He was then given 
cortisone, 0.5 ml. subconjunctivally, and 
cortisone eye-drops. Gradually the 
corneal scar became much thinner and the 
present vision of the injured eye is 6/9 
(six lines on Snellen’s Chart at 20 feet [6 
metres}). He is now back at work. 
Chemical eye injuries.—Chemical 
eye injuries are still common. Severe 
corneal scarring and iridocyclitis are 
common complications and may cause 





partial or total blindness of one or 
both eyes. Efficient treatment of these Fig. 1. 


This patient sustained severe 
: ‘ Shin ‘ burns of the left eye. The photo- 
injuries with antibiotics and cortisone graph shows adhesions between the 


has diminished the risk of blindness lower lid and the eyeball (sym- 
blepharon). The centre of the cornea 


fromm this industrial hazard. A recent is clear and the vision is normal. 
A plastic operation will be carried 
oft Sal : s out at a later stage to free the eve- 
antibiotics and cortisone in the treat- ball from the lower lid. 

ment of eye injuries. 

A man, aged 34, splashed liquid ammonia into both eyes while at work. He 
attended at the outpatient department of the Hampstead General Hospital onc 
hour later. Both eyes were very painful. The conjunctiva was edematous and the 
cornea of both eyes had lost its epithelium over a large area. In the outpatient 
department both eyes were irrigated for a prolonged period with normal saline. He 
was admitted as an inpatient and was given systemic penicillin injections: 600,000 
units of procaine penicillin daily. Chloramphenicol drops, 0.5 per cent., were 
instilled into both eyes hourly. The pupils were dilated with atropine which was 
instilled twice daily. An electric eye-warmer was used for prolonged periods during 
the day, and he wore dark glasses. For the first two or three days the eyes were very 
sore and the conjunctiva was very swollen. To diminish the inflammatory reaction 
cortisone eye-drops, 1 per cent., were instilled into both eyes at two-hourly intervals, 
whilst cortisone ointment, 2.5 per cent., was used twice daily. Four days after the 
accident the edema of the conjunctiva subsided. The cornea, which was hazy for 
three days, cleared. He was treated as an inpatient for seven days. Ten days after the 
accident both eyes were almost normal; vision was good and he returned to work 
two weeks after the accident. 

In the past when there were no antibiotics or cortisone many eyes which 
were burnt with caustics (ammonia, caustic soda or acids) developed severe 
corneal scarring with partial or, at times, total loss of vision. 

Burns from molten metal.—Burns of the eyes from splashes of molten 
metal are common. The following recent case illustrates this type of 


case clearly illustrates the value of 


accident. 

A man, aged 30, sustained a severe burn of the left eye when pouring molten 
metal into a mould (fig. 1). The hot metal splashed into his eye. He was treated as an 
inpatient. ‘The eye was treated with systemic and local antibiotics, and cortisone 
eye-drops were also used to diminish the inflammatory reaction. He developed a 
symblepharon (adhesions between the eye and the palpebral conjunctiva).. The 
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movements of the eye are now limited and he sees double when looking to the left, 
but the cornea is clear, the iris is normal and the vision of the injured eye is good 
(6/9). A plastic operation will be necessary at some future date to free the adhesions 
between the eye and the conjunctiva of the lid. The final result should be good 


UVEITIS 
Iritis, iridocyclitis and choroiditis are common in middle and old age and 
are responsible for about 10 per cent. of blindness in this country. Since the 
introduction of cortisone in 1950, thousands of patients suffering from 
uveitis have been saved from blindness. ‘The following cases are instructive. 

(1) A man, aged 67, was referred to me at the Hampstead General Hospital. He 
was complaining of severe pain in both eyes which also radiated to the forehead 
This had been present for two or three weeks, but he had only consulted his doctor 
two days before I saw him. At the time of my examination the right eye was inflamed 
and had poor vision: he could only see the top line of Snellen’s chart (6/60). The 
cornea was hazy and keratitic precipitates (K.P.) were present on the posterior 
surface of the cornea. The pupil was occluded, posterior synechiz# were present, and 
the retina could not be seen. ‘The tension of the eye was high. The left eye was also 
inflamed, with a hazy cornea which prevented the retina from being seen clearly 
The vision of the left eye was 6/36. This man was suffering from bilateral irido- 
cyclitis with secondary rise of intra-ocular tension. 

He was treated as an inpatient. Cortisone eye-drops were instilled hourly and he 
was also given subconjunctival injections of cortisone at weekly intervals. Three 
weeks later the vision of both eyes was greatly improved: right eye 6/18, left eye 
6/12. He is still using cortisone eye-drops which he instills into his eyes three times 
daily, and atropine drops twice daily. His eyesight has been saved by the use of 
cortisone. Because of the marked tendency for iridocyclitis to recur, it will be 
necessary to administer cortisone eye-drops for a long time 

(2) Mr. F., aged 28, consulted me because of loss of vision in the right eye. On 
examination he was found to be suffering from choroido-retinitis of the right eye 
The cornea and iris were normal. The vitreous was hazy and the retina showed 
three large greyish areas of choroidal inflammation. He could only see shadows of 
large objects with the affected eye. He was treated as an inpatient. Full investiga- 
tions, x-rays of the chest, sinuses and antra showed nothing abnormal 

Systemic corticotrophin is necessary in the treatment of choroiditis. He was 
therefore given two intramuscular injections (40 units twice daily) of corticotrophin 
gel. At the end of three weeks’ treatment the vitreous of the right eye was clear, 
the choroidal lesions were healing and rings of black pigment appeared around them 
His vision improved to 6/9. Two months later he had a recurrence of the acute 
choroiditis in the same eye. Another greyish area could be seen near the old pig- 
mented choroidal patch. Such recurrences are common. The second attack was 
treated with subconjunctival injections of cortisone with the frequent administration 
of cortisone eye-drops. After three weeks of treatment the eye again improved and 
the vision of this eye is now normal (6/6). He is still using cortisone eye-drops three 
times daily. 

Herpes zoster ophthalmicus.—Herpes zoster ophthalmicus usually gives 
rise to a severe keratitis. ‘This condition often causes a chronic inflammation 
of the cornea with recurrent corneal ulceration. In the past, tarsorrhaphy 
(stitching of the lids) was usually carried out and the eye remained closed 
for many months. This method of treatment often prevented recurrent 
corneal ulceration and scarring. Since 1951, I have treated a number of 
cases of keratitis due to herpes zoster ophthalmicus with cortisone, and in 
all cases the cornea rapidly recovered. Tarsorrhaphy was not necessary. In 
these cases it is necessary to use cortisone eye-drops for two or three months. 
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Rosacea keratitis.. ‘Vhis torm of keratitis affects both sexes in middle and 
old age. These patients usually suffer from rosacea of the skin of the face 
I'he skin condition affects the forehead, the nose and the cheeks; it may be 
seen in varying degrees, from slight temporary flushing to marked coarsening 
of the skin with numerous red papules and pustules. In severe cases the 
nose may become red and swollen with numerous telangiectases. The eye 
lesions may start with a conjunctivitis and blepharitis, which are nowadays 
easily controlled with antibiotics (chloramphenicol or penicillin eye-drops 
and ointment). At a later stage the cornea becomes involved. Recurrent 
ulcers form at the margin of the cornea, and extend towards its centre. The 
ulcers heal, leaving deep scars which, in course of time, diminish the 
vision of the affected eyes. Since 1951, I have used cortisone with excellent 
results in these cases. ‘he patients must carry on with cortisone eye-drops 
indefinitely because, if treatment is stopped, the cornea often becomes 


cedematous and inflamed, and corneal ulceration returns. 


GLAUCOMA 
Glaucoma is a common cause of blindness in middle and old age and is 
responsible for 14.7 per cent. of blindness. Chronic glaucoma usually occurs 
above the age of 50, but it may also occur in younger people. I recently 
had two female patients who were suffering from glaucoma at the age of 
33 and 38. Patients may suffer from chronic glaucoma for a long time 
without having any warning. Occasionally, they may notice coloured lights 
or haloes when looking up at a light. ‘his phenomenon may occur after a 
visit to a cinema or after viewing television. 

This symptom is due to a temporary cedema of the cornea which occurs 
in a glaucomatous eye when the intra-ocular tension has risen. In the dark, 
the pupils dilate in every individual, but the intra-ocular pressure does not 
rise appreciably in a normal eye. In a glaucomatous eye, a dilated pupil 
causes a rise of intra-ocular tension. In the cinema, or when viewing 
television in the darkness, the pupils dilate and this explains the temporary 
rise of intra-ocular pressure in glaucomatous patients, and the haloes which 
they may afterwards see around lights. This warning should never be 
ignored and patients complaining of these symptoms should be fully 
investigated. ‘Their visual acuity may still be good, but a careful investigation 
may show changes in the peripheral fields of vision, or they may have 
scotomas (blind areas) near the point of fixation. ‘Their intra-ocular pressure 
should also be carefully measured. An examination of their retina may show 
glaucomatous cupping of the optic discs. An early diagnosis of glaucoma, 
and the adoption of the appropriate treatment, may save them from 
blindness 


‘The following cases are typical 


Mr. B., aged 33, complained of seeing ‘rainbow rings’ around the lights. ‘This was 
more marked when he was using the right eye. The vision of both eyes was 6/6 
Both optic discs showed typical glaucomatous cupping. The intra-ocular tension of 
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both eyes was raised—right eye 56 mm. Hg; left eye 47 mm. Hg (Schidtz tonometer) 
The right field of vision showed a considerable loss in the upper and nasal sectors 
The left field was normal. He was treated for several months with pilocarpine drops, 
2 per cent. The tension of the right eye remained high; the tension of the left eye 
became normal. Examination at weekly 
intervals showed further deterioration of 
the right field of vision. An iridencleisis 
(iris inclusion) operation was therefore 
carried out on the right eye in October 
1952 

This operation is done under a local 
anesthetic. A conjunctival flap is dissected 
down, and the eye is opened with a 
Graefe knife at the corneo-scleral margin 
Slight pressure on the globe causes a pro 
lapse of the iris. The iris is then pulled 
farther out with an iris forceps. A small 
iridectomy is carried out and a piece of the 
iris is left under the conjunctival flap. The 
conjunctiva is sutured with catgut, the 
prolapsed piece of iris acting as a wick, and 
permanent drainage from the eye is thus 
established. The intra-ocular pressure be 
comes normal ten days after the operation 
and the drainage from the eye continues 
for many years. This occurred in the case 
of Mr. B. (fig. 2), and the intra-ocular 
tension in the right eye returned to normal 
after the operation. Pilocarpine drops were therefore discontinued for the right eye, 
but he was warned that he must carry on with these for the left eve indefinitely 





Fig. 2.—This patient was operated upon 
for chronic glaucoma. The subcon- 
junctival bleb above the margin of 
the cornea shows that the eve isdrain- 
ing efficiently. 


Mrs. T., aged 43, consulted me in 1952. At that time she could see very little 
with the right eye—only shadows of large objects. This eye lost its vision as a result 
of chronic glaucoma. The optic disc was cupped, and the tension was 80 mm. Hg 
The left eye had normal vision, normal tension and a normal field of vision. The 
right eye was operated upon (iridencleisis) in 1953 and the tension of this eye was 
rendered normal, but the vision did not improve. In 1953 the tension of the left eye 
began to rise and the optic disc showed cupping, but the field of vision remained 
normal. Pilocarpine and eserine drops did not reduce the tension of the left eye. 
She was therefore operated upon in January 1954. The tension of the left eye is now 
normal; vision and fields are also normal. The timely operation on the left eye has 
saved her from blindness. 

Mrs. B., aged 63, first attended at the Hampstead General Hospital in January 
1954. She was complaining of gradual loss of vision, and was found to be suffering 
from typical chronic glaucoma. Vision in the right eye was 6/18, in the left eye 6/12; 
the fields of vision of both eyes were constricted. She had deep glaucomatous 
cupping and raised intra-ocular tension. ‘Two years previously she had been advised 
to have an operation on her eyes. Unfortunately she did not take the advice and she 
had no treatment. When her sight became worse, she decided to seek further advice 
‘The poor condition of her eyes could have been prevented if she had taken the 
advice given to her in 1952. 


‘These few cases are characteristic of chronic glaucoma. It is important 
that doctors, nurses and opticians should refer patients as early as possible 
if symptoms suggest glaucoma. 

Acute glaucoma.—Acute glaucoma is less common than chronic glaucoma. 
It also occurs in middle or old age. The condition is very painful and the 
patient seeks immediate advice. In an acute attack of glaucoma the eye is 
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red and painful; the tension is raised, the pupil is usually fixed and oval in 
shape, and the patient usually complains of supra-orbital pain. Immediate 
treatment should consist of frequent instillations of oily eserine drops, 1 per 
cent., hot fomentations or spoon-bathing. The patient should be given 
sedatives. I still use leeches and have always found that two leeches applied 
to the outer corner of the eye at the upper or lower lids relieve the pain and 
reduce the intra-ocular pressure. If the tension does not come down with 
this treatment, iridectomy must be carried out. If the tension has dropped, 
it is best to perform the operation a week or a fortnight after the acute attack. 
Medical treatment of acute glaucoma (eserine, heat, leeches, and sedatives) 
is often successful. Patients should be warned that they may develop chronic 
glaucoma, and they should see an ophthalmologist at regular intervals. 

Unfortunately, we do not yet know the cause of chronic glaucoma. ‘The 
onset of this serious disease of the eyes therefore cannot be prevented, but 
we can prevent loss of vision if we diagnose and treat glaucoma in the 
early stages. 

CATARACT 
Cataract accounts for 20 per cent. of blindness at the ages of 50 to 69, and 
41 per cent. at over 70 years of age. At present, surgery (removal of the 
cataract) is the only form of treatment. Cataract surgery presents very few 
difficulties. ‘he operation is done under a local anzsthetic, and it is not 
necessary for the patient to lie perfectly still for many days. 

I recently operated on an old lady of 85 who had only one useful eye. The right 
eye was blind as the result of severe iridocyclitis in childhood. The left eye had a 
cataract and this eye was inflamed as a result of old-standing iritis. Cortisone eye- 
drops controlled the inflammation of the left eye. On admission to Hampstead 
General Hospital she had a severe secondary anemia, with a hemoglobin of 42 per 
cent. After several blood transfusions and systemic iron therapy, the anemia im- 
proved. I removed the left cataract under a local anesthetic. She was encouraged to 
sit up in bed on the third day after the operation, and was out of bed on the sixth 
day. Cortisone eye-drops were instilled into the eye a week after the operation. The 
eye healed rapidly and she now has excellent vision in the operated eye, being able 
to read small print. Her whole mental outlook has completely changed. 

There are thousands of blind old people in this country who could have 
their cataract removed and thus regain some vision. Modern cataract 
surgery allows the surgeon to remove the cataract when it is not fully mature. 
If a patient has bilateral cataracts which prevent her from carrying out her 
normal household duties, it is essential that the ophthalmic surgeon should 
remove at least one cataract, even if it is immature. It is a mistake to wait 
until a cataract matures, because so often this may not happen for many 
years and by that time the patient may be too feeble to be operated on. 

I am grateful to Mr. F. S. Sheppard (photographic department, Royal Free 
Hospital) for his help with the illustrations. 


Reference 
Sorsby, A. (1953): “The Causes of Blindness in England 1948-1950’, H.M 
Stationery Office, London. 
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‘THE aim of treatment in duodenal ulceration is the relief of symptoms, the 
elimination of the ulcer, and the prevention of recurrences or relapses. ‘To 
achieve this, therapy has been designed largely to counteract abnormal 
physiological responses such as hyperacidity and hypermotility. Un- 
fortunately, the inadequacy of 
the measures hitherto available 
’ is well known to every prac- 
titioner and the recent intro- 
duction of a group of anticho- 
linergic drugs reported to be 
capable of inhibiting both 
hypermotility and hypersecre- 
tion has therefore aroused 
considerable interest. The 
basis for the use of cholinergic 
blocking agents lies in the 


/ chemical theory of ganglion 
; eeree synaptic transmission (fig. 1). 
LTP One of the earliest ganglion- 


blocking agents was tetraethy]- 
Fic. 1.—The chemical theory of ganglion ammonium (TEA) which, like 
synaptic transmission. . 
the later methonium salts, acts 
by blocking impulses at ganglia where acetylcholine is the chemical mediator. 
Hexamethonium has been used in the treatment of duodenal ulceration 
(Kay and Smith, 1950, 1951; Douthwaite and Thorne, 1951), but un- 
fortunately since this drug acts at both sympathetic and parasympathetic 
ganglia there is a lack of specificity which has severely limited its application 
(Turner, 1951; Rowlands et al., 1952; Ronald and Sutherland, 1953). 
Belladonna and atropine have a traditional place in the treatment of 
duodenal ulceration and are reputed to act by preventing responses to 
acetylcholine liberated at the parasympathetic post-ganglionic nerve endings. 
Although their action is thus purely parasympatholytic, toxic reactions tend 
to occur in doses sufficient to inhibit gastric secretion (Kirsner et al., 1951). 
Propantheline bromide has the advantage of exerting both a peripheral 
(atropine) effect and also a ganglion-blocking (TEA) effect. Its action is 
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thus predominantly parasympatholytic with relatively slight sympatheti 
inhibition. 

SCOPE OF INVESTIGATION 
This report concerns our experience with propantheline in 64 cases of 
duodenal ulceration. ‘The drug was given orally in doses varying from 45 
to 180 mg. daily in addition to a standard peptic ulcer diet and antacids. 
All patients were investigated and treated in hospital, attention being 
directed particularly to relief of symptoms, radiological healing, the effect 
of treatment on gastric acidity and motility, and the incidence of toxic and 
side-effects. 

SYMPTOMATIC RELIEF 

Ulcer pain was relieved rapidly in all but five patients. Exclusive of these, 
the average time before patients became symptom free was 3.7 days. In two 
of the patients who continued to experience abdominal discomfort an 
indurated penetrating ulcer was found at operation. These, and similar 
results reported by Schwartz et al. (1953) and by Rafsky et al. (1954), com- 
pare favourably with the symptomatic relief afforded by traditional regimes. 
‘Thus, in the series investigated by Lawrence (1952) the mean time before 
symptomatic relief was obtained was 26 days, and in a group of 60 patients 
treated with bed rest, diet and antacids previously reported by one of us 
(Ronald and Sutherland, 1954) the average time taken to relieve symptoms 
was 20.6 days. 

It would seem that these two groups are quite comparable to the present 
series and, since propantheline is the only important variable, it is felt that 
the rapid relief of symptoms can reasonably be attributed to the use of this 
drug. In the series reported by Lawrence, atropine was given orally in 
maximum tolerated doses. We therefore cannot agree with a recent sug- 
gestion (Leading Article, 1955) that it would seem reasonable first to give 
a trial to tablets of belladonna and phenobarbitone, and would suggest 
rather that the preparation more effective in relieving pain should be given 
initially; thereafter a less potent preparation can be given if desired. It is 
our impression that relatively high doses of propantheline (go to 120 mg. 
daily) should be employed for the first few days or until side-effects occur, 
and we would suggest that in very acute cases parenteral administration may 
be helpful during the first forty-eight hours. 


RADIOLOGICAL HEALING 
Barium-meal examinations were performed before treatment started (to 
confirm the diagnosis), at approximately fourteen days after instituting 
propantheline therapy, and thereafter at intervals of seven to ten days until 
the ulcer crater could not be demonstrated radiologically. Although recog- 
nizing the imperfections and fallacies of the method we have in this way 
attempted to establish a ‘radiological healing time’. In 47 cases the average 
radiological healing time was 26.3 days. In the other 17 cases we were 
unable for a variety of reasons to demonstrate healing. Several patients, for 
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example, were unwilling to remain longer in hospital since their symptoms 
had disappeared many days previously and, because of the wide area 
served by this region, outpatient supervision was not always practicable. 

A similar radiological con- 
trol was adopted in the series 
of 60 patients treated with bed 
rest, diet and antacids already 
referred to (Ronald and 
Sutherland, 1954). In this 

‘ - group the average radiological 
healing time was 33.5 days 
. = and a similar figure (33.7 days) 
an was obtained by Hall et ai. 
(1951) in a series treated with 
Fic. 2.—Composite fractional test-meal chart otf the usual antacids. These re- 
50 patients suffering from duodenal ulcera- sults do not suggest that pro- 
tion treated with propantheline orally. . ‘ : 
pantheline materially  influ- 

ences the healing process in duodenal ulceration. 


HYPERACIDITY 
\s judged by fractional test meals performed before and during treatment 
with propantheline, the effect of the drug on gastric acidity is variable. The 
general effect, however, as fig. 2 indicates, is to reduce the acidity of the 
gastric contents. In only one patient on moderate dosage was achlorhydria 
achieved, but in two further cases, each receiving 120 mg. a day, no free 
acid was found on repeat test meals. ‘'welve-hour test meals were performed 
on a number of patients. Fig. 3 indicates the effect of increasing doses of 
propantheline in one of these 
cases and demonstrates that 
the drug can indeed influence 
gastric acidity. It was found, 
‘ —_— . however, that the continuance 
of doses sufficient to produce 
a material increase in the pH 
of the gastric contents almost 
invariably evoked side-effects. 
Roback and Beal (1953) 
and Schwartz et al. (1953) 
have referred to the ability of 
Fic. 3.—Twelve-hour test-meal chart of a propantheline to reduce gas- 
patient ith, duodenal ulcer showing the tric acidity. It would seem 
that the drug accomplishes 
this action partly by inhibiting the secretion of hydrochloric acid and 
partly by delaying gastric emptying, thus allowing a longer period of 
interaction between acid and antacids. This conception emphasizes 
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the desirability in practice of prescribing an alkali along with 
propantheline. 

GASTRIC MOTILITY 
We are satisfied that when given in adequate dosage propantheline signiti 
cantly reduces gastric motility and relieves pylorospasm. This action is 
particularly dramatic when the drug is given intravenously (fig. 4). In this 





Fic. 4a Fic. 4b 
Fic. 4.—{a) Barium meal before administration of propantheline. 
(b) Barium-meal appearances five minutes after intravenous administration of pro- 
pantheline, showing relief of pylorospasm and reduction of peristalsis 


patient, despite active peristalsis no barium could be induced to pass through 
the pylorus before the intravenous administration of propantheline (fig. 4a). 
Five minutes after the injection was given gastric motility was minimal and 
the duodenal cap could be filled readily (fig. 4b). 

For obvious reasons propantheline is contraindicated when organic 
pyloric stenosis is known to exist. In doubtful cases, however, the drug may 
have diagnostic as well as therapeutic value. Figure 5a depicts the radio- 
logical appearances in a patient who gave a previous history suggestive of 
duodenal ulceration and an immediate history compatible with commencing 
pyloric stenosis. After some fourteen days’ treatment with propantheline, 
antacids and diet, the patient's clinical condition had greatly improved and 
a further barium meal (fig. 5b) disclosed a completely different appearance. 
This patient has since remained in good health. 


SIDE-EFFECTS 
In this series of 64 patients we have not encountered any toxic effects 
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which could be ascribed to propantheline. On the other hand, symptoms 
referable to autonomic imbalance were common and reflect the para- 
sympatholytic action of the drug on organs unrelated to the disease being 
treated. ‘The principal incidental effects encountered were dryness of the 
mouth, blurring of vision, urinary retention and constipation. Xerostomia 
and mydriasis were rarely of sufficient severity to warrant more than a slight 





Fic. 5a Fic. 5b 


Fic. 5.—(a) Barium-meal examination showing appearances suggestive of pyloric 
stenosis 
(b) Barium meal after two weeks’ treatment with propantheline, antacids and 
diet 


reduction of the dose being employed and constipation could be prevented 
by the routine administration of a lubricant or a preparation of senna. It 
was found, however, that doses in excess of 120 mg. daily often produced 
hesitancy of micturition or urinary retention due to relaxation of the bladder 
musculature. Adjustment of the dose rather than cessation of therapy was 
generally sufficient to prevent a recurrence of this effect. ‘Tachycardia has 
not been a feature in patients treated in bed but in one ambulant case not 
included in this series exertion provoked an extreme degree of tachycardia. 
This suggests the need for caution in employing propantheline in 
patients with heart disease. Side-effects due to sympathetic blockade such 
as postural hypotension were not encountered. 


DISCUSSION 
We have not attempted to assess the value of propantheline in preventing 
recurrences or relapses. Available evidence (e.g. Ruffin et al., 1953) suggests 
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that anticholinergic drugs do not influence the natural history of the disease 
but it would be illogical to condemn this group of drugs on such grounds 
alone. Otherwise ergotamine has no place in the treatment of migraine and 
opiates should be withheld in cases of inoperable carcinoma. We would 
suggest rather that by virtue of its pain-relieving action propantheline has a 
place in the treatment of acute duodenal ulceration, and we are in agreement 
with Howell (1955) that if conditions are right ulcers will heal regardless ot 
the nature of the treatment. During this period of healing, relief of pain must 
be a primary consideration. 


SUMMARY 
The results of employing propantheline bromide in 64 cases of duodenal 
ulceration are reported. 

Some go per cent. of patients secured symptomatic relief within four days 
of starting treatment but despite some diminution in gastric acidity and a 
marked effect on motility, the rate of healing of the ulcer is probably not 
influenced. Radiological proof of healing was obtained in the majority of 
cases within four weeks. 

‘Toxic effects were not encountered but symptoms referable to autonomic 
imbalance were not uncommon. 

It is concluded that the pain-relieving properties of propantheline render 
it a valuable addition to current methods of treatment. 


It is a pleasure to thank Dr. James Ronald for permission to treat patients with 
duodenal ulceration admitted to his wards, and Drs. A. A. N. Bain and A. J 
Sangster for undertaking the radiological investigation. We are indebted to G. D 
Searle & Co. for generous supplies of propantheline (‘probanthine’) 
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HOSPITALS AND GENERAL PRACTICE 


By W. N. LEAK, M.D. 
Winsford, Cheshire 


‘HERE is a widespread feeling that all is not well with general practice, and 
general practitioners also have a feeling that hospital practice is not quite all 
that it ought to be, or so helpful to their patients as it might be. Furthermore, 
there is at times a wide divergence between what one might call the academic 
and (to the general practitioner) the practical point of view. This sort of 
confused feeling is almost always a symptom of confusion of thought, and it 
is as a stimulus to clarity of thought that the following controversial remarks 


are made. 


A CRITIQUE OF TEACHING HOSPITALS 

It is, or it was, almost axiomatic that in this country the best hospitals are 
the teaching hospitals. They have the finest instruments of research, the 
best equipped laboratories and can call on the finest academic talent both 
for teaching and for practice. But this very excellence carries with it dangers 
which are all too seldom realized. The first is that, inasmuch as the teaching 
hospital has to teach students to pass examinations as well as to practise 
medicine, it follows that the teaching given must be acceptable to the 
majority of examiners. However convinced a teacher might be of the 
superiority of some treatment or drug which is not yet generally accepted, 
it might be ruinous to his students’ chances of passing an examination if he 
were to express this view too strongly, or perhaps even to refer to it at all 
without a warning not to mention it in an examination paper. Examiners 
quite rightly wish to test the student’s knowledge of the basic principles of 
medicine and his worthiness of being trusted with the lives of patients who 
will come under his care. Reliability is more important than brilliance, and 
ability to think and reason of more value than knowledge of the latest 
fashion in treatment. As a result of all this the outlook in our teaching 
hospitals tends to be conservative, and most of the teachers will say ‘rightly 
so’, but there does happen to be a swirl of advancing knowledge into which 
general practitioners (amongst others) are swept, often without sufficient 
information to distinguish real advance from changing fashion. 

The next great danger that besets our teaching hospitals comes from the 
very excellence of their equipment. There seem to be so many appliances 
and techniques nowadays for testing nearly every function of the human 
body that there is an inevitable tendency to apply these tests——-which may 
be most valuable from the point of view of research—and to rely on them 
for the interpretation of the patient’s symptoms and signs, sometimes to the 
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neglect of the thorough clinical examination and careful history which used 
to be the basis of medicine in the past. These still remain the chief methods 
of investigation open to the general practitioner, although more and more 
the request is heard that hospital methods should be available to him also, 
to the detriment of skill in examination and case taking upon which success- 
ful treatment largely depends. 

The third difficulty stems partly from the preceding and partly from the 
demands of teaching itself. ‘The student needs to be initiated into the way 
the body works, and for this reason it is practically essential that he should 
examine separately the functioning of the various systems of the body 
e.g. digestive, excretory, nervous, cardiovascular. He has, as it were, to 
take the body to pieces, and the various hospital departments and labora- 
tories help him to do this with the greatest of ease and exactness. In his 
investigations the student—and sometimes even the teacher—tends to 
forget the truth of Pope’s lines: 

‘Like following life through creatures you dissect, 
You lose it in the moment you detect’. 

It is extemely difficult, while looking intently at a part, to keep in view 
the whole, and yet it is as a sick person and not a diseased system that many, 
perhaps most, patients are admitted to hospital. 

The last shortcoming I wish to mention about hospital treatment and 
investigation results from the scientific method itself. It is always the aim 
of science in investigating a problem to reduce the number of variables as 
much as possible in order that the variable under investigation may be 
studied as precisely as possible, i.e. experiments should be conducted in 
standardized conditions. It is for this reason that patients are allowed to 
‘settle down’ for several days before some of the investigations are, or 
perhaps even can be, made. The inevitable upset associated with the transfer 
from domestic to hospital life must be allowed to wear off if the results of 
tests are to bear any real relation to the patient’s normal. This is, of course, 
quite right, yet it overlooks that life has, plausibly though not accurately, 
been defined as ‘the power of adaptation to continual change’. In so far 
therefore as conditions in hospital are standardized and the ‘continual 
change’ is prevented, the investigation into the quality of the life of the 
patients is seriously limited. For the patient, as a rule, went out of a life of 
continual change, and it was in this milieu that his indisposition manifested 
itself. Because, in these standardized conditions of partial living, no dysfunc- 
tion of the patient’s systems can be detected, it does not follow that his 
disease is psychological or even psychosomatic. It simply means that 
basically his body can function normally when stress is removed, but under 
stress some inefficient functioning takes place. The G.P. sends the patient 
into hospital to find out what this perplexing problem is, and by its scientific 
method the hospital takes away the problem before it has even begun to 
investigate it, and returns the patient with a diagnosis of ‘psychological’ or 
submits him to the psychiatrist for investigation of the non-existent. 
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AN INSTRUCTIVE CASE 
A recent case of my own which took me nearly two years of close observa- 
tion to unfathom will illustrate how fallacious this method may be. 

The patient is a girl now aged twelve, an intelligent child of a most excitable 
mother, and her trouble was enuresis. The girl is herself excitable and headstrong, 
but do what her mother could she used to wet the bed nearly every night. No 
training or care produced much result. I found that she slept unusually heavily, 
but ephedrine had no effect, although amphetamine at bedtime caused a slight 
improvement. She had a mild appendicitis and when at operation we found that the 
appendix was lying towards the bladder I hoped that this might induce a cure, 
especially as she never wet the bed in hospital. And for about six weeks the improve- 
ment was striking, but in time she relapsed back to her previous state. ‘Then, some 
six months ago, her mother happened to mention to me how surprised she was at 
the amount of urine her daughter passed in the night. 

She told me that sometimes the bed would be wet through at 11 p.m.; she would 
change the sheets but it would be wet again before five. Her young sister, on the 
other hand, never wet the bed at night but was ‘always wanting to go’ in the day 
This set me on the track and I found that the older girl in fact did not ‘go’ very 
often during the day. She was a very lively child, played games and raced about on 
her bicycle without any sign of exhaustion, nor could I detect anything wrong with 
her heart. But it did seem possible that, in spite of my negative findings, her heart 
might not be functioning quite rightly and that her nocturnal polyuria might be, as 
it often is, a sign of mild cardiac insufficiency. I therefore gave her a tablet of 
digitalis each day, and the extraordinary thing is that since she began taking digitalis 
she has never had a wet bed. She can now take a drink even just before she goes to 
bed and will wake up in the early morning to evacuate her bladder. The need for 
amphetamine has gone, and recently she has begun to take the digitalis only every 
other day without mishap. 

Here is a case in which everything would tend to a diagnosis of ‘psycho- 
logical’: excitable mother, excitable child, the type of trouble itself and the 
fact that it ceased completely in hospital and for a few weeks after—and 
yet, apparently, it was mainly due to a slight cardiac weakness of which the 
nocturnal polyuria was the only symptom, one which might easily have been 
overlooked, as indeed I overlooked it, and it would naturally cease 
immediately the child was put to bed in hospital and was kept quiet 
afterwards. 

This may seem a strange case through which to make the transition from 
hospital to general practice, but it does illustrate quite clearly why some of 
our puzzling cases are never diagnosed in hospital and why, in fact, hospital 
examination cannot diagnose them. A hospital tries to detect disease 
without the patient under stress; we have to deal with a patient who is 
always under many kinds of stress. It is, I think, probably for this reason 
that general practitioners find that ‘tonics’ are helpful to their patients, for, 
though they may have no specific action on any particular system, if properly 
compounded they may possibly have a ‘tonic’ action on the patient which no 
amount of hospital investigation could possibly detect. ‘he theory of their 
action may be quite obscure, but that does not mean that they do not work 


in practice in certain cases. 


THE SCOPE OF GENERAL PRACTIC! 
Looked at broadly, general practice is largely occupied with much slighter 
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abnormalities than hospitals deal with or can hope to investigate satis- 
factorily. It does, in fact, deal with the problem from quite a different angle 
from the hospital. ‘The aim of a hospital is to analyse, to take the patient to 
pieces to see what is wrong. ‘The aim of a general practitioner is to integrate, 
to supply, if possible, something that is lacking, even though, at times, he 
has only a very vague idea of what that might be. His standard of progress 
often cannot be recorded on any instrument; it can only be detected by 
improvement in the patient’s response to ‘continual change’. A skilled G.P. 
can often tell more about a patient’s progress by the way he responds to 
talk about his interests or hobbies than he can by taking his blood pressure, 
his pulse or looking at his tongue. It is this that makes general practice so 
bewildering to newly qualified doctors, and sometimes so provoking when 
they are unable to diagnose or make progress with a patient, and yet an 
older practitioner who has known him a long time will, with apparently the 
most cursory examination, soon set the patient on the way to health. 

It is roughly true that the hospital approach is static, that of general 
practice is dynamic, and just as both statics and dynamics use the same 
basic ideas but a machine which is in static equilibrium may shake itself to 
pieces because it is not dynamically balanced too, so hospital and general 
practice use the same basic medical ideas but may come to different con- 
clusions about the patient. If this is true, and I think that it at least contains 
an element of truth, certain things follow. The G.P. is above all concerned 
to see how his patient functions as an individual rather than to see how each 
separate system works, although that does not mean that he ignores them. 
As a result it is not essential to give the patient the same complete investiga- 
tion that he would receive in hospital the first time he is seen by the G.P 
This is fortunate, for the doctor’s time would seldom permit of this and also 
many patients strongly object to it. Some think it is a waste of time and an 
inconvenience and go off to another doctor, so that the value of such an 
initial examination is lost. Also many, who come for what they think is a 
trivial ailment, get alarmed when the doctor ‘makes a fuss’ by a too thorough 
examination. What is necessary is that the doctor should get some idea of 
his patient’s general condition and that the latter should be encouraged to 
attend until he is well. 

General practitioners are often criticized for acting like this, but they are, 
in fact, quite justified in doing so so long as it does not become an excuse for 
slovenly work. By seeing the patient a number of times we use him, as it 
were, as an integrating machine showing us the final result of the inconceiv- 
ably complex stimuli which he is receiving, and if we are careful and wise we 
shall be able to detect deterioration or improvement in this summation that 
neither stethoscope nor perhaps any other instrument can demonstrate. A 
person’s sensations are extremely sensitive, and because of this it is wrong 
to pooh-pooh symptoms even if we cannot find any physical basis for them 
\ homely incident may demonstrate this. 


Some while ago I noticed all one day that my collar seemed tight; no pain or 
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anything other than that it felt a bit too small. Next morning | found a tiny pimple on 
the back of my neck that soon emptied and my collar felt right again. I doubt if 
any instrument could have recorded the very slight increase in the circumferences 
of my neck, nor was there any feeling except a general tightness, but the general 
swelling was there and I was most conscious of it, though quite ignorant of the 
cause 
PRIVATE PRACTICI 

It is one of the tragedies of the introduction of the National Health Service 
that private practice is, for most doctors, practically dead. As a result we 
no longer have patients who are willing to pay us for what often seemed like 
a waste of time, listening to their almost imaginary ailments and trying to 
detect their almost imaginary disorders. Almost——but not quite imaginary 


1 remember one fussy woman who would have me go and see her two or three 
times a week about ‘swellings’ that she got in her neck. I never found out what the 
cause was, and for weeks I thought they were mere imagination and had to get het 
to tell me whether they were present or not. Every time, however, | had to feel 
round her neck and pretend to say how they were getting on, but it was over three 
months before my palpation was sufficiently sensitive to be able to tell her correctly 
whether they were better or worse. I don’t think I did her any good, but I am sure 
that she gave me an exercise in palpation | could have obtained in no other way 
and she paid me to learn 

Many another private patient has similarly taught his or her doctor to 
appreciate signs, symptoms or feelings which the modern student, and 
possibly even consultant, would brush aside as of no significance. No 
general practitioner should ever do such a thing. He should take note of 
them even if he does not know their significance, and one of the paths along 
which the G.P. should be a pioneer in medicine is in the interpretation of 
the elusive indications of some dysfunction which is not apparent. 

As an indication of the value of this sort of approach I might recall one 
of the most useful lessons I ever learned. 

When studying pathology at Cambridge I developed an acute attack of bronchitis 
and asked one of the lecturers, Dr. Lloyd Jones of honoured memory, to treat m« 
He was most attentive, coming each day and delighting me with a host of medical 
stories, mostly humorous. I noticed that after about five days he ceased to examine 
my chest, so when he had not done so for three days I drew his attention to the 
fact and asked him why. He replied that there was no need, he would not have 
heard anything abnormal anyhow, but that nevertheless he had been keeping a 
watch on my progress, for that day I had been laughing for about fifteen minutes 
without coughing once, and no-one with much wrong with his chest could laugh 
without coughing 

It is this ability to make a patient his own standard of progress that is 
part of the secret of the uncanny skill so many practitioners have in diagnosis, 
prognosis and treatment. ‘They do not rely so much on diagnostic aids as 
on some aspect of the patient’s total reaction. In hospital there is no time 
for this sort of thing, but so far from practitioners bewailing that they have 
not the use of all the facilities of a hospital, it would be much wiser 
if those in hospital bewailed the fact that they have not the opportunities 
that general practice can afford of assessing their cases in normal surround- 
ings, which is a much more difficult art. 

This does not mean that the G.P. belittles or neglects the value of blood 
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counts, blood sugar estimations, x-rays and the host of other diagnostic 
aids. Nor must he be so engrossed with symptoms that he fails to recognize 
well-known syndromes, though he sometimes may. 


Only a few days ago I was horrified and humiliated when a patient, whom I had 
been treating for over 20 years, came back from being seen at hospital and said that 
she had been told that she had gout. I had allowed it to develop under my nose 
without recognizing it—though I have it myself—and I had been treating her for 
osteoarthritis, dyspepsia, anemia and increasing high blood pressure. And there it 
was, with typical deformities of hands and feet. I was still more depressed when she 
told me how the specialist had raised his eyebrows as she mentioned that she had 
had a course of gold injections (the first I ever gave, and they seemed to do her good 
too). I looked through my voluminous notes and found that in 1932 she had com- 
plained of pain in her big toes, which I had underlined but forgotten about in the 
intervening years of her many complaints and her husband's long and fatal illness 
I have seldom been so dejected. So, when a few days later the x-ray report came 
saying that there was no evidence of gout but the typical lesions of osteoarthritis, 
my relief can be better imagined than described. 


Such is a G.P.’s life—-he must forget nothing and overlook nothing. 
Patients may and often do forget. ‘The consultant can only go on what he 
can learn or observe at the time, but the general practitioner must keep in 
view the whole panorama of a patient’s life and yet look at it freshly from 
time to time as if he had never seen it before. 


DARBISHIRE HOUSE 

I am aware that | write largely of general practice as it was, yet if this art 
and discipline are lost, something of real value will have gone out of medicine. 
But to exercise it takes time, and it demands above all knowledge of the 
patient, and the G.P. should take advantage of every opportunity to get 
this. Recently I was privileged to be shown round Darbishire House, which 
has been opened to introduce Manchester students to general practice. It 
was all beautifully laid out and most efficient and, because of its very 
efficiency, it enabled the doctor to spend the minimum of time with his 
patient. Everything that could be done by an assistant was done, yet | 
could not help asking myself afterwards whether this was really general 
practice. It was more like a very efficient and comfortable outpatient 
department. General practice depends above everything else upon the 
human touch, and though washing out an ear may seem a waste of time it is 
not really so. It gives an opportunity to talk to a patient about non-medical 
things within a medical setting, and at the same time to do something which 
may impress the patient with the doctor’s skill and gentleness and forge a 
relationship which may be of real value in the future. Darbishire House 
does away with this sort of thing. It is an experiment well worth making, 
but it would be sad if this is really to be the pattern for general practice in 
the future. 


THE ROLE OF THE GENERAL PRACTITIONER 
There is more than mere sentiment in this criticism. The last few years have 
been years in which antibiotics and the like have given us control of most 
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infections. Looking into the future it seems likely that the advances now 
being made in cellular chemistry in connexion with cancer research will 
make as great a change in medicine in the next twenty years as chemotherapy 
has done in the last. At present the emphasis in research is on something 
which will control the unlimited growth of the cancer cell, but the knowledge 
so gained, together with increasing knowledge of the organizers which 
control the development of organs in the embryo, makes it probable that 
we shall learn the secret of reversing many changes which at present we 
look on as irreversible; e.g. cardiovascular degeneration, fibrosis, cataract. 
When once this knowledge is gained the general practitioner should be the 
one who will be most advantageously placed to use it, for he will detect and 
see the earliest stages of dysfunction when it can probably be most easily 
corrected, and he should be an expert in this detection. Indeed, it is quite 
possible that even today when treating what we consider minor ailments we 
may actually be doing this very thing. 

All this emphasizes that the general practitioner should not look upon 
himself as a sort of auxiliary to a hospital but in the very forefront of medical 
progress. Many a time he comes across something that does not quite square 
with what is in the textbooks. It is all-important that he should not just 
shrug it off as unimportant. He should be scientist enough to believe in his 
own observations and at least try to find the truth. From long personal 
experience and attendance at scientific meetings I know that such observa- 
tions are seldom welcomed, but medicine does move in spite of the inherent 
conservatism of the academic medical set-up that I mentioned earlier. There 
is, I think, a more alert spirit moving in some practitioners. The Cohen 
classification is not the final word in medicine, nor are all the brochures we 
receive by post properly put in the waste-paper basket. Indeed I first 
learned of nocturnal polyuria as an early sign of failing heart from a small 
American brochure about twenty years ago. I do not think it was then in 
any textbook, but when I had first proved the truth of it I began to write 
about it, and I am glad that it is at last being generally recognized. This is 
the sort of thing that any G.P. could, and should, find out for himself, and 
we ought to be on the look out for these simple clinical signs, for they 
certainly exist. 


CONCLUSION 
This is only an eclectic and deliberately provocative view of hospital and 
general practice, but I think that if the various points I have mentioned are 
pondered over they may help to explain why there is a sense of frustration 
in general practice, and perhaps go some way towards removing the con- 
tempt which it often receives, in fact if not in word, from hospitals. We are 
looking at the patient in different ways and in different surroundings, but 
within his orbit the G.P. ought to be every bit as much a scientist and an 
authority as the hospital consultant. The one should not ape or ignorantly 
criticize the other. Both have their limitations and both have a vast amount 
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to give to the science as well as the practice of medicine. Unless the two can 
be brought together (instead of, as in the N.H.S., drifting apart) to under- 
stand and profit from each other, patients will suffer and progress be 


impeded. 


IMPRESSIONS OF A NEWLY-FLEDGED G.P. 


By RICHARD I. ALEXANDER, M.B., Cu.B. 
Cowley, Oxford 


I pip not know what to expect from general practice. I had heard stories, 
of course. Rumours had filtered through to us in hospital; rumours of a 
never-ending struggle against sick and not-so-sick humanity; rumours of a 
form-filling existence where the occupational disease was writers’ cramp; 
rumours of working as a type of human signpost, directing the flow of 
patients to this specialist or that. I did not know exactly what to expect 


I became an assistant. 


CONSULTANTS AND DENTISTS 
Right away I had the feeling of being on the other side of a barrier—the 
barrier separating “The Doctors’ from “The Specialists’. The first time | 
admitted an emergency I was relieved to speak to an agreeable, helpful 
houseman (a position which I, myself, had held not long before and which 
now seemed so remote) and secretly wished that I had been, on occasions, a 
little more friendly when the boot was on the other foot. It was with some 
trepidation that I approached my first domiciliary encounter with a con- 
sultant. I had always spelt consultant with a capital ‘C’ and had somehow 
regarded all consultants as Very Clever Men. My adoration was not to last. 
My principal went over the list of available specialists with such remarks as, 
‘He’s no good on chests’, ‘So-and-so just worries about their electrolytes’, 
or ‘ Hasn’t a clue on how to treat anybody at home’. I approached my 
consultation in a new frame of mind. They were fallible too. 

The next of my professional brethren to be put in their proper place were 
the dentists. I got a little tired of being told while plugging a bleeding 
tooth socket in the small hours, ‘Oh, but I couldn’t disturb the dentist’. 
Pinned to the wall near the telephone there is now a list of all dentists 
within a four-mile radius. I think I would rather work my way right through 
this list than plug another socket. 


CERTIFICATES AND ‘REPRESENTATIVES’ 
I soon discovered that there is a fair amount of routine work to be done. 
Able-bodied men with mild coryza appear for treatment, unfit for work, 
while I am sitting there with sinuses blocked, and a fluctuating pyrexia. They 
get their certificates (N.H.I. and ‘one for the Works’) with maybe a pre- 
scription for nose-drops and a cough bottle. Clutching their bits of paper 
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they leave—satisfied customers, I suppose. Then there is the routine of the 
‘repeats’. Addiction occurs to a far wider range of drugs than is ever men- 
tioned in the textbooks. These addicts appear daily with their shopping 
lists of tablets and mixtures, or telephone urgently for some more sleeping 
pills, or maybe write a little note for ‘some liniment, and - oblige 
Mrs. Muggins’. 

I had occasionally met travellers from the drug houses in hospital and 
so far as I remember, had felt rather flattered by their interest in me. This 
has all changed. I do not wish to be rude to these gentlemen, but I find it 
hard to show great interest in why the most recent oral penicillin acts more 
quickly, reaches higher levels and lasts longer than all other brands. Why 
do travellers hunt in packs? I once found four in the waiting room. ‘They 
were swapping samples. It is really only because of my wife that I see them 
at all, for she is always hoping for some more hand cream or soap. Once 
she was given a lipstick and insists that I now prescribe Antikoff, or some 
such liquid for quietening one of Nature’s reflexes. 


WHAT I HAVE LEARNT 

I became an assistant. I have now been this Jack-of-all-specialties for a 
year, and have learnt a lot. I have learnt that people still trust their doctor 
and that an amazing amount of illness can be treated successfully at home 
I have learnt that there are a few ‘scivers’, but that the majority of those 
coming for help need help, even if this is only a few words of reassurance 
I have learnt to use the hospital as one of several ancillary services and know 
that, whereas a few of my patients are never happy unless sitting in the 
hospital queue, many would go only if I insisted. I have learnt to become a 
social worker as well as a doctor and to realize how much illness springs 
from ignorance, fear and worry. I have learnt to make decisions and to 
accept the consequences. 

General practice makes me exasperated one moment, satisfied the next. 
I never look for gratitude but know that a word of thanks (which usually 
comes from the most unexpected quarter) gives me all the encouragement 


that is needed. 


THE TREATMENT OF NAUSEA AND VOMITING 
IN PREGNANCY 


By D. A. ROAD, M.B., B.S., D.Osst.R.C.O.G 
Broxbourne, Hertfordshire 


THE nausea and vomiting associated with early pregnancy are an ever- 
present problem in general practice. Recently I have had an opportunity of 
employing a preparation known as ‘ancoloxin’, consisting of meclozine 
dihydrochloride, 25 mg., and pyridoxine hydrochloride, 50 mg., which has 
produced most satisfactory results. 

Meclozine dihydrochloride (‘ancolan’) is an antihistaminic which has 
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been used in the symptomatic relief of various forms of nausea. The mode 
of action of antihistaminics in relieving nausea and vomiting is unknown; 
it appears to be an action distinct from the antagonism to histamine. As 
the antihistaminics have a central depressant effect, it may be that the anti- 
emetic property is due to this. Pyridoxine was reported to be of value in 
nausea and vomiting in pregnancy as long ago as 1942. In the earlier 
references parenteral administration was suggested, but oral administration 
was subsequently shown to be satisfactory in patients in whom vomiting 
was not sufficiently severe to render oral administration ineffective. The 
demands of the foetus may result in a deficiency of pyridoxine in the mother 
during pregnancy. The clinical symptoms of pyridoxine deficiency, which 
are mainly due to deranged protein metabolism, include nausea, listlessness 
and anorexia. 
CASE HISTORIES 

Mrs. P. was seen at the tenth week of pregnancy. She complained of sickness for 
three weeks, which was fairly severe and lasted all day. At first she received one 
tablet of pyridoxine, 10 mg., with one tablet of an antihistaminic (not meclozine), 
twice daily. This led to some improvement but the symptoms persisted. ‘Ancoloxin’ 
was then given, 1 tablet three times daily, and complete relief was obtained within a 
few days. The treatment was continued for a further week after alleviation of 
symptoms, following which no further treatment was required. 

Mrs. K. was seen at the 34th week of pregnancy. She was experiencing con- 
siderable nausea and vomiting and had previously been given an antihistaminic by 
itself, followed later by a preparation containing pyridoxine, with no improvement 
in symptoms. When switched to ‘ancoloxin’ tablets, one tablet three times daily, 
there was marked improvement. It is of interest to note that this improvement was 
maintained only while the patient was taking the tablets. 

Mrs. S. was seen at the tenth week of pregnancy, complaining of vomiting and 
nausea in the mornings, which persisted all day. Treatment was started with the 
combined tablets three times daily and the patient herself reported that ‘the tablets 
are marvellous’. Rapid relief of nausea was obtained in this case, namely on the 
second day of treatment. She was given the tablets for a further two weeks and since 
then has experienced no trouble whatsoever. 

Mrs. H. was seen at the eighth week of pregnancy. She complained of severe 
nausea and vomiting, which in her previous two pregnancies had continued for 
approximately five weeks. Treatment was begun with an antihistaminic alone; this 
produced only moderate improvement. She was then given a preparation containing 
pyridoxine twice daily, which resulted in no improvement at all, so that she was put 
back on an antihistaminic which, however, produced considerable drowsiness. 
Change was then made to ‘ancoloxin’ tablets and the patient experienced relief of 
nausea and vomiting without sleepiness, within two days. Treatment was continued 
for a further week and improvement maintained without recourse to further tablets. 

Mrs. J. S. K., who was seen at the tenth week of pregnancy, complained of 
nausea and vomiting but this was not particularly severe. The combined tablet was 
given three times daily for one week resulting in complete relief, and no further 
treatment was needed. 

Mrs. B. was seen at the ninth week of pregnancy, complaining of nausea and 
inability to take food. She was given the combined tablet three times daily for a week 
with complete relief of symptoms. 


SUMMARY 
The use of a combination of meclozine dihydrochloride and pyridoxine 
(‘ancoloxin’ tablets) in a series of cases of nausea and vomiting of pregnancy 
is reported. Rapid and effective control of the symptoms was obtained in all 
cases, some of the patients having previously failed to respond to either 
antihistaminic treatment alone or to pyridoxine alone. 
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XCVIHI.—THE THERAPEUTIC VALUE OF RADIOACTIVE 
ISOTOPES 


By E. E. POCHIN, M.D., F.R.C.P 


Director, Medical Research Council, Department of Clinical Research, Untversity 
College Hospital Medical School 


IN almost all forms of radiotherapy the central problem has always been to 
irradiate an abnormal tissue strongly enough without irradiating any normal 
tissue too strongly. High doses are usually required to destroy carcinoma 
cells completely; low doses are sufficient to damage the skin, the bone 
marrow or the gonads seriously. The techniques of external radiotherapy 
are therefore affected and often limited by the need to prevent undue skin 
irradiation at sites of entry and exit of the beam and scattered irradiation 
elsewhere. Methods of radium or radon implantation are similarly condi- 
tioned by the problems of achieving uniform tumour irradiation without 
damage to adjacent or remote essential structures. 

The methods of obtaining selective irradiation of certain tissues, without 
undue exposure of others, have been increased considerably by current 
developments in nuclear physics, and the scope of these newer methods 
appears to be widening steadily (Walton, 1954; Hahn, 1951; Low Beer, 
1950; British Medical Bulletin, 1952; Radioisotopes Conferences, Oxford, 
1952 and 1954). Certain forms of treatment, which were tentative and experi- 
mental six years ago when Loutit (1950) reviewed the subject in this journal, 
are now established and commonplace. Others which are now under trial 
give promise of future clinical value. The present extent of their application 
is still modest, offering some improvements in technique, a few new fields 
of therapeutic control, and interesting possibilities ahead. ‘This, perhaps, 1s 
a useful stage at which to review the range of these methods and the degree 
to which their present rather elaborate procedures may become simplified 


in the future. 


USE BY LOCAL APPLICATION 

| would like first to discuss certain ways in which radioactive isotopes can 
be used as convenient substitutes for the conventional sources of radiation 

radium, radon and the x-ray tube. As a source of external irradiation, 
radioactive cobalt has been a valuable alternative to radium since it gives 
energetic gamma radiation of good penetration, and decays only slowly with 
a half-period of five years, so that sources do not require frequent replace- 
ment. Radiocesium also has good physical properties and may replace 
radiocobalt, since it is a by-product of the fission of present reactor fuels, 
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whereas radiocobalt is formed by the irradiation of cobalt in reactors of high 
neutron flux. Radioiridium requires only light shielding and therefore forms 
compact and convenient sources for certain purposes. The choice of source 
depends upon the availability and the half-period of the isotopes used, as 
well as upon the penetration of their gamma radiation and the ease of 
screening out any unwanted radiation. 

For certain purposes, radiation of the skin only is required, and an isotope 
can be chosen for its lack of the more penetrating gamma radiation, and for 
a beta radiation of suitable energy and depth of effects in tissue. Radio- 
phosphorus can be used for skin tumour irradiation, particularly of rodent 
ulcers and epitheliomas, since it irradiates to a depth of a few millimetres 
only and can be incorporated in sheets of plastic which may be applied to 
the skin for the requisite time. Radiostrontium and radiocerium have also 
been used for irradiation of the eye where rather different penetration is 
required. 

When localized deposits of tumour tissue within the body require irradia- 
tion, various methods may be yaluable. For a pattern of multiple small 
sources, radiogold or radiocobalt seeds ofier a good alternative to radon 
seeds. Where a linear source is required, a length of radioactive tantalum 
wire will give good local irradiation: for example, if drawn through the base 
of an ulcerating carcinoma of the bladder. An extension of this method has 
been attempted for treating inoperable carcinoma of the pancreas. Fine 
plastic tubes are drawn through and around the tumour mass and, post- 
operatively, a radioisotope solution is run into these tubes for long enough 
to give the necessary irradiation to the tumour tissue (Harper and Lathrop, 
1954). 

Often, however, it may be desirable to obtain uniform irradiation of a 
wide area involved by tumour spread, for example in parametrial tissues, 
the prostatic bed, or the chest wall after the removal of a carcinoma of the 
breast. In these cases the radioactive material must be injected in a form 
which prevents its diffusing away too rapidly from the tumour site, although 
its removal by lymphatic channels might be advantageous if it thereby 
irradiated the routes by which tumour spread was occurring. A colloidal 
suspension of radiogold has been used for this purpose (Kerr ef al/., 1955), 
the colloidal state ensuring a slow lymphatic rather than rapid vascular re- 
moval, and the short half life of the 198 ,,, isotope preventing high irradiation 
of other body tissues to which the particles would ultimately be removed. 
Radioyttrium may prove better than radiogold, having an equally short half- 
life, no gamma radiation to cause remote effects, and a stronger beta radia- 
tion to give a more uniform local irradiation even if the isotope distribution 
is not homogeneous. The unsolved problems of these forms of injection 


therapy are to obtain a uniform distribution of the isotope and to irradiate 
the paths of lymphatic drainage, since it has been shown that lymph no 
longer enters a heavily metastasized lymph gland (Zeidman et al., 1955). 
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It would be valuable to know what particles are most efficiently removed 
along the lymphatics and, by incorporating an isotope with penetrating 
radiations in such particles, to attempt the irradiation of metastasized lym- 
phatics by particles in lymphatics which remain patent. Hahn has found 
that silver-coated particles are adequately removed by lymphatics and has 
used intrabronchial injections of silver-coated radiogold particles in the 
attempted treatment of bronchial carcinoma (Hahn ef a/., 1953), and this 
problem seems worthy of further investigation. 


CARCINOMA OF THE BLADDER 
‘The surface of the bladder wall can be irradiated in several ways by the 
use of radioactive materials introduced into the bladder. Papillary carcinoma 
without deep penetration or ulceration of the wall can be efficiently irradi- 
ated if a latex bag is introduced into the bladder and filled for the requisite 
time with a solution containing a radiobromine preparation (Walton and 
Sinclair, 1952a); this isotope appears to be preferable to radiosodium or 
radiocobalt (Miiller, 1954), which have also been used. Similar irradiation 
of the wall is possible if a small cobalt source is located at the centre of the 
distended bag (Cones and Gregory, 1952). Alternatively, the use of the bag, 
and the consequent urethrotomy in the male, can be avoided, if the radio- 
isotope is injected into the bladder in a form which is not absorbed into the 
circulation, and colloidal radiogold suspensions have been used for this 


purpose (Ellis and Oliver, 1955). 


MALIGNANT EFFUSIONS 
The pleural and peritoneal cavities also retain colloidal material injected 
into them, and if a radiogold suspension is injected the particles sediment 
on to the serous surface or into its superficial layers, and do not pass through 
it except to the local lymphatic system. In this way the surface of carcino- 
matous deposits on the pleura or peritoneum may be highly irradiated with- 
out undue damage to other body regions (Rose et al., 1955; Walton and 
Sinclair, 1952b; Andrews et a/., 1953). The injection of colloidal radiogold 
into a malignant pleural or ascitic effusion may be effective in preventing 
the frequent recurrence and tapping of such an effusion, although it cannot 
be expected to destroy the tumour deposits themselves unless these are only 
seedlings of thickness less than one millimetre. The palliative value of such 
therapy is greatest in the patient whose general condition is good but whose 
activity is limited by a malignant effusion requiring aspiration every day or 
two, and who may not require further aspiration for a month or more after 
a single radiogold treatment. 


SYSTEMIC ADMINISTRATION 
In all the methods just described the isotope is placed where its action is 
required, and largely remains where it is placed. In the applications now 
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to be discussed, however, the isotope is ‘sent’ to its intended site of action; 
the necessary localization resulting from either the physical or the chemical 
properties of the material administered. In this way the selective irradiation 
of certain body organs or territories may be achieved. 

Colloidal particles are removed from the bloodstream into reticulo-endo- 
thelial cells and, in man, become concentrated largely in the liver and in 
the spleen (Root et al., 1954). ‘These organs have been irradiated in patients 
with chronic leukzmia by injecting intravenously a radioisotope suspension, 
different investigators having used suspensions of radiogold, radioman- 
ganese dioxide, or chromic radiophosphate (Hahn, 1951). None of these 
forms of treatment appears to have outstanding value, and primary hepa- 
tomas also have failed to respond to intravenous colloidal radiogold which, 
although well concentrated in normal parts of the liver, does not become 
localized in the tumour deposits. 

It is of interest that the sites at which colloidal material becomes concen- 
trated depend to some extent upon its particle size; and that chelating 
agents may alter the properties of such material and so the sites of its con- 
centration (Dudley, 1955). The possibilities of selective radiation of certain 
organs or tissues by this method should therefore repay further investi- 
gation. 

If radioactive material is injected intravenously as a suspension of particles 
which are too large to pass through the lung capillaries, the particles become 
arrested in the lungs and a selective irradiation of the lungs can be achieved 
by a means which was developed using radiogold precipitated on to 50u 
carbon particles and suspended in a pectin solution. Such an injection, how- 
ever, Causes irradiation of all lung tissue and high intensities cannot be used 
owing to the risk of subsequent lung fibrosis. ‘The injection, however, can 
be made through a cardiac catheter into the pulmonary artery branch 
supplying the area of lung to be irradiated, when good localization and 
retention of the radioactive material result (Miiller and Rossier, 1951) 
The method is under trial using radioyttrium particles (Pochin et a/., 1954), 
the beta radiation of which may perhaps prove penetrating enough to 
destroy carcinoma tissue even though this is vascularized from the bronchial 
and not from the pulmonary circulation. This technique, if developed, may 
clearly also have useful applications in ‘near-arterial injections’ at the time 
of operation for tumours which prove to be inoperable. 


RADIOIODINE IN THYROTOXICOSIS 
To use the chemical properties of radioactive material to achieve selective 
radiation of any tissue, it is necessary that a suitable radioisotope shall be 
administered in such a chemical form or combination that it becomes well 
concentrated in the tissue to be irradiated, and does not achieve high or 
prolonged concentration in other essential tissues. Radioiodine when given 
as iodide offers the most favourable example, since iodides become several 
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hundred times more concentrated in the thyroid than in the plasma. The 
normal gland then retains the iodine for several weeks, whereas the plasma 
iodide ions are rapidly removed by the thyroid and kidneys. If radioactive 
iodide is given, the thyroid can be heavily irradiated for a long time, while 
the plasma and most other tissues are only lightly irradiated for a short 
time; the stomach wall, the salivary glands, and the kidneys receiving 
moderate doses owing to the 30-fold concentration of iodide relative to 
plasma in their secretions and excretions. This provides a basis for several 
clinically useful forms of therapy, notably in the radioiodine treatment of 
hyperthyroidism when the overactivity of the gland can readily be reduced 
by a suitable dose of radioiodine (Seed and Jaffe, 1953; Tubiana et al., 
1953; Macgregor, 1954; Chapman and Maloof, 1955; Blomfield et a/., 
1955). The patient usually experiences no symptoms from the dose, al- 
though the gland may become a little tender for a few days, and occasionally 
mild nausea and general symptoms occur. 

To calculate the dose of radioiodine needed to cause the required irradia- 
tion in a patient’s thyroid, it is necessary to know what proportion of the 
administered dose will be taken up by the gland, through what volume of 
thyroid tissue it will be distributed and how long it will remain in the gland. 
For this reason a test dose is usually given to determine these factors in the 
individual patient, since the behaviour of the therapeutic dose can be pre- 
dicted reasonably well from that of a test dose. Even when a dose is calcu- 
lated on this basis the variability in the response of different glands is such 
that one patient will remain hyperthyroid after an amount of thyroid 
irradiation which will cause myxedema in another. Probably on account of 
these differences in radiosensitivity, the clinical results are disconcertingly 
similar whether detailed calculations are made on the basis of a previous 
test dose or whether the principle is adopted that ‘a big gland gets 15 mc 
and a little one 5 mc’. Most series of results show that the majority of 
patients become euthyroid within two months of a single dose, although 
occasional patients require four or five doses, with an average of 1.3 doses 
per patient; and that 10 per cent. or fewer patients become transiently 
hypothyroid, 3 to 5 per cent. remaining myxcedematous. The risks cannot 
be eliminated that a dose may be excessive or inadequate even when calcu- 
lated from a previous test. For this reason a decision must also be made on 
clinical grounds whether to irradiate the thyroid more heavily than usual 
to try to ensure control of the hyperthyroidism with a single dose of radio- 
iodine, or less heavily to minimize the risk of causing myxcedema. 

This uncertainty of response would not prevent radioiodine therapy being 
the treatment of choice for hyperthyroidism, as the frequency of success 
with one or two doses is about equal to that following a subtotal thyroidec- 
tomy. It is not yet certain, however, that the treatment is free from risks 
of carcinogenesis many years later, although there is no more evidence that 
this is likely than that the thiouracil drugs should have the same effect. If, 
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however, radioiodine treatment proves not to be carcinogenic, or to be so 
with a frequency of less than, say, 0.1 per cent., it may well become the 
treatment of choice for hyperthyroidism if a more rational cure of this 
disease has not by then been developed. Meanwhile it seems unwise to use 
radioiodine when the alternative forms of therapy are safe and simple, and 
unwise to withhold it when surgery and antithyroid drugs are likely to be 
difficult or hazardous. For some elderly patients, and for postoperative 
recurrences of thyrotoxicosis, radioiodine is probably the safest treatment. 

The element, astatine, which resembles iodine chemically, has been found 
to be concentrated moderately highly in thyroid tissue. An astatine isotope 
has been proposed for the treatment of hyperthyroidism since its alpha 
radiations would have an effect more strictly localized to thyroid tissue and 
less likely to damage, or prove carcinogenic to, the capsule or immediately 
adjacent structures. Since, however, astatine’ is awkward to handle with 
safety and since the range of the beta radiation of radioiodine is in any case 
less than 2 mm., this alternative does not at present seem important. 


RADIOIODINE IN INTRACTABLE HEART DISEASE 
Radioiodine also offers a simple and safe method of reducing the activity 
of the normal thyroid gland in those patients with severe and intractable 
cardiac disease whose exercise tolerance may perhaps be improved if their 
metabolism is reduced. For such patients the dangers of a thyroidectomy, 
or the need for surveillance under continued antithyroid drug treatment, 
may be avoided by giving a single dose of about 25 mc of radioiodine. Such 
a dose abolishes much of the normal thyroid function and it is then possible, 
by grading the administration of thyroxine, to test whether symptoms are 
improved at any particular level of hypothyroidism, as is commonly found 
to be the case (Kurland et al., 1953). The same method of partially destroy- 
ing thyroid tissue can also be used to reduce the size of a lingual thyroid 
gland or a retrosternal goitre if operation is contraindicated on any grounds, 
although adequate shrinkage may not be obtainable without causing 


myxcedema. 


RADIOLODINE IN CARCINOMA OF THE THYROID 
The treatment of carcinoma of the thyroid by means of radioactive iodine 
is both more difficult and more important than the use of this isotope in 
hyperthyroidism and in cardiac disease. It is more difficult, since now we 
require the complete destruction of tumour tissue which concentrates radio- 
iodine moderately, instead of the partial destruction of thyroid tissue which 
concentrates it well. It is, however, a more important treatment to develop, 
since no alternatives are usually available for the inoperable tumour; and 
radioiodine therapy is not even excluded by metastatic dissemination of the 
tumour (Rawson ef al., 1953; Coliez et al., 1953; Pochin et al., 1952). 
Unfortunately, only those thyroid cancers which resemble thyroid tissue 
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histologically appear to resemble it biochemically and concentrate iodine, 
and anaplastic thyroid tumours rarely take up radioiodine or respond to its 
administration. Even the differentiated carcinomas do not usually concen- 
trate iodine while the normal thyroid gland is maintaining the thyroxine 
metabolism of the body adequately. When, however, the thyroid is ablated, 
either by total thyroidectomy or by an 80-mce dose of radioiodine, and symp- 
toms of myxaedema are developing, it is commonly found that a differentiated 
thyroid carcinoma will be stimulated to synthesize thyroxine and so to con- 
centrate iodine, thereby becoming suitable for radioiodine therapy. 

If so, the progress of the patient under treatment will depend upon 
several factors: on the intensity of radioiodine uptake induced in the tumour, 
and on its radiosensitivity to the local irradiation produced; on the total 
mass of tumour and its metastases, which may affect the concentration of 
the isotope throughout the tumour; on any danger caused locally by the 
tumour, for example to the trachea or to the spine; and on any radiation 
damage caused by the radioiodine throughout the body as a whole. The 
most dangerous form of radiation damage is that to the bone marrow, and 
this rarely causes difficulty during radioiodine treatment unless the tumour 
itself has metastasized widely to bone, so that parts of the marrow are selec- 
tively irradiated for this reason. In patients with differentiated thyroid 
carcinoma that is neither too extensive nor involving bone widely, repeated 
administration of 150-mc doses of radioiodine after thyroid ablation com- 
monly causes a progressive reduction in tumour masses palpable or defined 
radiologically, the patient being treated with thyroxine once the tumour has 
started to concentrate iodine and except for four-week periods before each 
dose. ‘Treatment may then be continued until radioiodine-concentrating 
tumour tissue can no longer be detected by gamma-counting methods. It 
seems possible that these rather elaborate methods may be replaced in the 
control of treatment by the much simpler detection in plasma samples of 
radiothyroxine, as an index of the persistence of functioning tumour tissue 
and so of the need for further treatment. As with other isotope methods 
therefore, any present complexity of procedure may be only transitory, and 
the need, size or time of a further radioiodine dose for a patient with carci- 
noma of the thyroid may become calculable from a single blood sample 
taken in the week following each therapeutic dose. At present, however, 
such simple chemical procedures do not give as sensitive a test for the per- 
sistence of functioning tumour tissue as is obtained by gamma radiation 
counting methods following a therapeutic dose. 


RADIOPHOSPHORUS IN POLYCYTHAMIA 
A relative concentration of radiophosphorus, similar to that of radioiodine 
in the thyroid but much less selective, occurs in many tissues in which cell 
division is rapid. In polycythemia, the marrow has an active phosphate 
metabolism of this kind, is sensitive to radiation and, moreover, lies in close 
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relation to bone in which phosphate also becomes concentrated. When 
radiophosphorus is given in the treatment of polycythemia therefore, the 
abnormal degree of marrow activity can be reduced without undue whole- 
body irradiation (‘Tubiana and Gazel, 1955; Lawrence et al., 1953), and a 
3- or 4-mc intravenous dose of this isotope commonly gives adequate control 
of erythrocyte formation and a long and useful remission. Even more than 
in the radioiodine treatment of hyperthyroidism, dosage can be based on 
simple criteria of body size, route of administration and degree of poly- 
cythemia rather than on any radioactivity tests or measurements. As with 
any radiation therapy of a ‘non-malignant’ condition, however, some reserve 
is needed until it is clear that the incidence of leukemia is not increased, 
or not by enough to offset the improved control of the disease that this 
treatment can give. 

No useful isotope treatment of malignant diseases of bone has yet been 
developed, although the distinctive chemical properties and metabolism of 
bone suggest the possibility of such a method, and investigations have been 
made with radiocalcium and with elements that resemble it chemically, 


such as radiogallium and radiostrontium. 


BORON-NEUTRON TREATMENT OF CEREBRAL TUMOUR 
A method of treatment of certain cerebral tumours that is under investi- 
gation illustrates the possible scope of the newer forms of radiotherapy. 
Many chemical substances which diffuse freely from the circulation into 
the body tissues pass slowly, if at all, into the normal brain. Where this 
‘blood-brain barrier’ is defective, as in certain cerebral tumours, these sub- 
stances will enter the tumour faster than the surrounding brain tissue. 
There is no scope here for the usual forms of isotope therapy, since any 
radioisotope used would enter and irradiate most extracranial tissues as well 
as the tumour. The following ingenious procedure, however, is being tested. 
A boron compound is administered and after a few hours is present in the 
cerebral tumour and in the body but not in the brain. The head, but not 
the body, is then irradiated with neutrons, which are captured with high 
efficiency by boron, the capture giving rise to intense local radiation 
(Locksley and Sweet, 1954). The tumour tissue is thus subjected to selective 
radiation, and clinical results of some value have already been obtained by 


this method. 


FUTURE POSSIBILITIES 
The examples of isotope treatment that have been described illustrate the 
selective irradiation of certain tissues or organs by various means: the radio- 
active material becoming localized in these tissues either by being placed 
there directly, or by becoming concentrated owing to its physical or its 
chemical properties. It is evident also that a suitable radioisotope could 
equally be incorporated in a chemical compound or cytological structure 
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that was found to be highly concentrated in the tissue to be irradiated. 
Provided that the isotope was not too rapidly lost from the compound or 
from the tissue by metabolism, selective irradiation might again be achieved. 
It seems likely that the study of metabolic peculiarities of different types of 
tissue may widen the scope of radioisotope treatment; and it is conceivable 
that the discovery of some idiosyncrasy of tumour metabolism as a whole 
might some day dramatically increase the importance of this form of therapy. 
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MY MOST INTERESTING CASE 


XIII. THROMBOANGIITIS OBLITERANS 
(BUERGER’S DISEASE) 


By F. PARKES WEBER, M.D., F.R.C.P. 


Consulting Diagnostician, German Hospital, London 


Ir was at the beginning of the century that I became acquainted with a 
disease which is now generally named ‘thromboangiitis obliterans’, or 
Buerger’s disease. At that time, as physician to the German Hospital, 
Dalston, London, | had an unusual opportunity of studying examples of 
the disease amongst outpatients and inpatients, because of the proximity of 
the hospital to the homes of the greater part of the Jewish immigrants from 
Central Europe. In this way I was in a position somewhat analogous to 
that of Leo Buerger, who worked at the Mount Sinai Jewish Hospital in 
New York. Indeed, I may claim to have written a general description of the 
disease from my knowledge of quite a number of cases just before Buerger’s 
first publication, reprints of which he afterwards kindly sent me. But there 
can be no doubt that Buerger’s name ought specially to be associated with 
the disease, because of the great number of amputated limbs, on the ana- 
tomical and microscopical examination of which he based his whole con- 
ception of the disease. 

Whatever may be said of the disease nowadays, there can be no doubt 
that almost all the cases described at that time in England and the United 
States were in male immigrant Jews from Central Europe. Hardly any cases 
were in women. Many of the patients I encountered were connected with 
the cigarette industry and sometimes could obtain cigarettes gratis or for 
very little. A Rabbi told me at that time that self-respecting Jewish women 
in the East End of London did not smoke at all. 


THE CASB RECORD 

I first saw the patient, M.M., in May 1906, when he was 41 years old. 
The symptoms had begun gradually four years previously, with pain of the 
nature of intermittent claudication, in the left lower limb on walking. The 
disease progressed by exacerbations, but there were prolonged periods of 
quiescence with remission or absence of pain. Both lower limbs and the 
right upper limb became involved, and he likewise suffered from foci of 
superficial (especially ‘nodular’) thrombophlebitis from time to time (1909, 
1910, 1914, 1915, 1916). 

It is necessary to explain that the patient suffered from two distinct kinds 
of pain: (1) The cramp-like muscular pains of intermittent claudication, 
and (2)a local pain and tenderness in the affected toes which had sometimes 
kept him awake at night, especially when there was ulceration. In spite of 
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the fact that the patient passed through periods of very painful ischaemic 
ulceration, when gangrene seemed imminent, no amputation was performed. 
During one of these periods the pain, especially at night, which had begun 
with slight ischemic ulceration in one foot, lasted so long, in spite of treat- 
ment and rest in bed, that my house physician at the time said he could 
not understand why the patient did not demand amputation as the only 
possible method of relief from his almost intolerable condition. 

When the patient was examined lying in bed, scarcely any difference 
between the two feet could be observed, but when the legs were allowed 
to hang over the side of the bed, the distal portion of the left foot (unlike 
the right foot) became red and congested, especially the fourth and fifth 
toes. When the patient forcibly flexed and extended the ankie joint a few 
times, in less than a minute the skin of the foot lost its congested look and 
became blanched and alabaster-like. If muscular exertion (by walking) was 
continued for three or four minutes, the patient began to limp and had to 
rest on account of cramp-like pains in the muscles of the instep or the calf. 
If examined at that time, the foot appeared pale, but not so white as it did 
after only a few movements. The blanching of the foot could be lessened 
to some extent by making the patient inhale amy! nitrite. Vasodilator drugs 
(trinitrin tablets and amy]! nitrite), however, failed to bring back pulsation 
to the left dorsalis pedis and posterior tibial arteries, although they distinctly 
increased the pulsation in these vessels on the sound side (right foot). 

I have read that my description of these vasomotor phenomena in 
thromboangiitis obliterans was the first to appear in published accounts, 
but I remember distinctly that Sir James Galloway, with whom I had had 
much talk on the subject, laid great stress on such phenomena. Moreover, 
these signs are not present to an equal degree in all cases, It has been sug- 
gested that the patients who show these vasomotor signs best, have an 
especially neurospastic constitution, and I may mention that a baby girl, 
grandchild of the patient M.M., was under my hospital care for very 
striking Raynaud-like recurrent attacks in the hands. The hands would 
become blanched, and during the cyanotic stage of the attacks the child 
was in obvious pain. ‘This was relieved when the hands were put into warm 
water. A vasodilator drug then in fashion helped to some extent; but the 
little patient developed signs of bronchitis or slight broncho-pneumonia, 
and the Raynaud-like phenomena completely disappeared. I heard that the 
child afterwards developed normally, but occasionally had bronchitic 
attacks, and on one occasion papular urticaria of the lower limbs 

Nothing abnormal was found by ordinary examination of the blood of 
the patient (M.M.), or by ordinary examination of the urine, knee-jerks, 
pupils, fundi oculi. On the patient’s admission to the German Hospital, in 
August 1907, there was ulceration on the little toe of the left foot, but the 
ulcer afterwards slowly healed up. In the case of this patient there was no 
opportunity for examination of the affected blood vessels, but in some other 
cases we had an opportunity of examining blood vessels in which we found 
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that actual thrombosis had occurred and not merely endarteritis obliterans. 
Buerger found giant cells which were generally regarded as foreign body 
giant cells, or so-called elastoclasts, due to a macrophagic process. These, 
however, I suggest were analogous to the lipophagic process which is such 
a striking feature in Weber-Christian disease and the foreign body inclu- 
sions in the various types of histiocytomatosis. The recanalization of the 
thrombosed blood vessels and the compensatory dilatation of unaffected 
blood vessels are undoubtedly striking phenomena in thromboangiitis 
obliterans. In a case in which a thorough examination could be made, Sir 
Bernard Spilsbury, who was then working at general pathology at St. 
Bartholomew’s Hospital, sent me a report, that he had found remarkable 
adhesions [‘matting’] between blood vessels and nerves in the nervous and 
vascular trunks of a lower extremity, which would account for some of the 
pain complained of by the patient. 

In 1915, a tender localized swelling appeared in the position of the radial 
artery at the right wrist. When this swelling subsided, no pulsation could 
be felt in that part of the artery. Fairly good pulsation, however, was found 
to have returned in 1924. After that time there were no active signs of the 
disease, but the patient had several slight attacks of true gout (in 1924 at 
the base of both big toes) and developed permanent high blood pressure 
and signs of granular contracted kidneys (so-called chronic ‘ischemic’ 
nephritis). In November 1935, he was in my care in hospital for chronic 
bronchitis and asthmatic attacks. 


DISCUSSION 

I demonstrated this and other cases of thromboangiitis obliterans from 
time to time in medical journals and at medical societies, but it seemed to 
me that the chief interest in this case, was the evidence of the disease 
gradually dying out. Such a sequence of events had not been observed in 
other cases which came under my notice. I cannot claim the cure as the 
result of my treatment, as in most cases more or less similar treatment did 
not lead to permanent cure. It was true the patient finally gave up tobacco 
entirely, but I doubt whether this could be accepted as the entire explana- 
tion of the ultimate result, which was satisfactory so far as the thrombo- 
angiitis was concerned. The patient undoubtedly had (so-called ‘degenera- 
tive’) arteriosclerosis and arteriolosclerosis which had supervened in spite 
of the final recovery from the original thromboangiitis obliterans. He lived 
to over seventy years of age. The case afforded additional evidence that 
thromboangiitis obliterans is a disease of a nature different from that of 
arteriosclerosis and arteriolosclerosis. (This conclusion however, was ques- 
tioned by at least one well-known pathologist in London.) It may be 
mentioned that the Wassermann reaction, when examined on various 
occasions had (as in most other cases of thromboangiitis obliterans) always 
been found negative. 

But now it may be asked: What was done in this case in the way of 
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treatment? In the first place there were frequent periods of rest in bed; 
the application of local hot-air baths on alternate days to the affected ex- 
tremity; subcutaneous injections of fibrolysin, medium doses of iodipin by 
mouth, dermatol powder for the ulcer and wrapping up of the foot. The 
ischemic ulceration in such cases is very indolent and slow in healing. 
We did not employ diathermy of any kind. Local hyperemia was induced 
by the application to the whole of a lower limb of a glass chamber, in the 
shape of a huge boot—the air in which was then partially exhausted by 
means of an air-pump. Endurance and hope supported the patient through 
the long nights, which, in spite of treatment, were nights of sleeplessness 
and pain. 

‘Hope springs eternal in the human breast’, and, | would say, especially 
in the Hebrew breast. The history of the Hebrew in search of the hoped for 
doctor is often an Odyssey, rivalling the adventures of the medizval 
mariners. The typical Hebrew, when serious illness overtakes him, prefers 
regular professors of the healing art of established reputation, and will 
travel from one university town to another to consult its famous specialists. 
In this present case, when the question of amputation loomed on the 
horizon, the patient somehow obtained the financial means and had the 
pluck to make a European tour and seek the advice of eight famous doctors 
in Vienna and Berlin. No real benefit resulted and he was rather dis- 
appointed by suggestions of amputation. This latter, he knew, he could 
get equally well in London. 





REVISION CORNER 
FAINTING IN ADOLESCENTS AND YOUNG ADULTS 


FAINTING attacks are remarkable for the contrast between the minor 
stimulus, which may provoke them, and the major symptoms and circulatory 
upsets which accompany them. Interest in fainting extends to physicians, 
psychologists and physiologists. A tenuous hypothesis of the psychological 
motivation of the attacks is given in a general review on fainting by Engel 
(1950). Teleological explanations are particularly uncertain in the case of 
fainting but it is of interest that ‘fainting’ occurs in frightened animals; the 
‘sham death’ produced by fainting may be a primitive response to danger. 


SYMPTOMS AND SIGNS 
If unconsciousness occurs its onset is never instantaneous. ‘The numerous 
initial symptoms include yawning, sweating, coldness, visual disturbances, 
nausea, weakness and a desire to urinate or defecate. Later, consciousness is 
impaired or lost. The diagnostic signs are a slowing of the pulse—often 
with extrasystoles—and a lowering of arterial blood pressure. It is the 
direction of the change in these values, rather than the absolute values 
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reached, that is of importance diagnostically. I have seen an undoubted faint 
with a pulse rate of 100 per minute and a systolic blood pressure of 110 
mm. Hg, but the later readings were 120 per minute and 130 mm. Hg 
respectively. Other features of fainting are: a pale moist skin, hyperpneea, 
flaccidity of the limbs, fixed dilated pupils and depressed or absent reflexes. 
Uncommonly, twitching movements occur. The attack lasts for a few to 
many minutes, consciousness being regained slowly. Subsequently, many 
of the initial symptoms may persist for half an hour or more. These clinical 
features usually exclude the epilepsies, hysterical collapses and other causes 
of syncope, but it is not within the scope of this article further to discuss 
the differential diagnosis. 


THE MECHANISM 

Syncope is generally understood to mean a transient loss of consciousness 
due to inadequacy of the blood flow to the brain. The cause may be in the 
brain (as in cerebral embolus), in the heart (as in the paroxysmal tachy- 
cardias), or in the vasomotor system (as may be produced by vasodilator 
drugs). It is now established that the cause of fainting attacks lies in the 
vasomotor system, the fall in blood pressure being due to peripheral vaso- 
dilatation; there is no failure of cardiac function. Lewis (1932) showed that 
the bradycardia was abolished by atropine, but fainting still occurred; to 
emphasize the combined vagal and peripheral effects he applied the term 
‘vasovagal attacks’ to the symptoms. Evidence for a vasodilatation in the 
forearm during fainting (Barcroft et a/., 1944; Barcroft and Edholm, 1945; 
Greenfield, 1951) suggested a dilatation of muscle vessels only, for pallor 
of the skin was taken to indicate cutaneous vasoconstriction. Rushmer 
(1944), however, observed cutaneous vasodilatation during emotional faint- 
ing and we have fully confirmed this occurrence (Snell, Cranston and Ger- 
brandy, 1955). ‘These vascular changes are probably mediated by nerves. 
There is also evidence for vasodilatation in the liver (Bearn et al., 1951), 
and in the kidney (de Wardener and McSwiney, 1951) during fainting. The 
cerebral blood flow falls during fainting (Lennox, Gibbs and Gibbs, 1935) 
and, presumably, this is the cause of the loss of consciousness; it is not 
known whether there is any alteration in calibre of the cerebral blood 
vessels. ‘There is suggestive evidence that the secretion of pituitrin is 
increased during fainting (Edholm, 1952) and there may well be other 
humoral changes. In summary, most of the features of fainting may be 
explained by an alteration of parasympathetic and sympathetic discharges 
from the hypothalamus. The nature and pathway of the stimulus to the 
hypothalamus are unknown. 


ETIOLOGY AND TREATMENT 
A faint should be treated by laying the patient flat, raising the legs and 
loosening the collar. If any of the precipitating physical causes mentioned 
below are present they should be appropriately treated. When most of the 
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symptoms have abated the patient should be made to walk about. No drugs 
should be given, although smelling salts and splashing with cold water are 
time-honoured remedies. In the absence of cerebral, cardiac or pulmonary 
disease, there is no danger of any permanent sequela. There is on record a 
fainting attack lasting three hours in a healthy young man (Engel, Romano 
and McLin, 1944). If there is a history of previous attacks the predisposing 
causes given below should be sought and treated. 

The most common precipitating cause of fainting is an emotional shock in 
the form of fear (of physical injury or of the unusual), amazement, or the 
receipt of bad news. The sight of blood, accidents and surgical operations 
are common causes. Other factors, which may be effective even in the 
psychologically robust, are severe pain, nausea and vomiting, the abrupt 
onset of fever, standing still for a prolonged time, and a hot environment. 
Fortunately for some medical students and nurses, a resistance is usually 
acquired to the psychological stimuli. 

The predisposing causes to recurrent attacks may be psychological, 
constitutional, or acquired physical abnormalities. The classical description 
of patients with da Costa’s syndrome illustrates well the type of neurotic 
individual who is liable to recurrent fainting. A short period of vigorous 
exercise often induces an attack in these people and confirms the diagnosis. 
Reassurance alone does nothing to relieve these patients and a course of 
graded physical exercises is the best management. Some subjects without 
neurosis, but with the same tall, thin and lordotic build of the cardiac 
neurotic, are also liable to fainting attacks; physical exercise and develop- 
ment of the leg muscles is again indicated, cycling being particularly suitable. 
Graded exercise may also be useful in preventing fainting when it accom- 
panies convalescence or a prolonged period of recumbency. Fainting during 
chronic infections calls for no special measures. Recurrent fainting is often 
part of the symptomatology of anemia, and this cause must not be over- 
looked. Methzmoglobinemia and sulphemoglobinemia are rarer predis- 
posing factors. Fasting is a common aggravating cause of fainting, but if 
this is an associated factor hypoglycemic attacks should be kept in mind. 
The cause of fainting in early pregnancy is a mystery but requires no special 
treatment; fainting in later pregnancy provides the only instance of these 
attacks coming on while the subject is supine. Air travel may predispose to 
fainting through anxiety, anoxia or pain from abdominal distension or 
Eustachian tube and sinus obstruction. 


If there is doubt about the true nature of the attacks, the physical examina- 
tion should include three simple measures. The blood pressure should be 
taken lying flat and, during the ensuing four minutes, after standing up; 
postural hypotension may thus readily be diagnosed. Increased sensitivity 
of the carotid sinus, as an isolated abnormality or accompanying other 
disease, is an occasional cause of syncope; pressure over each carotid sinus 
in turn will reveal this condition. If a short period of hyperventilation pro- 
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duces attacks like those complained of by the patient, then hysteria or 
epilepsy should be suspected. 

If consideration is given to the psychological, physiological and patho- 
logical aspects of recurrent fainting attacks, they provide not only a fascinat- 
ing study but a rewarding opportunity for therapy. 

E. S. SNELL, M.B., M.R.C.P. 
Senior Medical Registrar, 
St. Mary’s and Paddington General Hospitals. 
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THE CHOICE OF SEDATIVES IN OLD AGE 

As every practising doctor knows, sedation of the elderly subject, sometimes 
a straightforward matter, can be extremely difficult, as drugs of known seda- 
tive action may either prove ineffective or even produce an opposite response. 
The main reason for this lies in the multiplicity of causation of restlessness 
and confusion in old people, whilst the instability of the senile cerebral 
circulation is another contributory cause. Success in treatment lies in appre- 
ciating these two factors, and in making an etiological approach to what is, 
in effect, a symptom and not a clinical entity. 


INDICATIONS FOR SEDATION 

Broadly speaking, sedation is required for the quietening of a restless, lucid 
patient, or for the control of a confused one. In old age, the borderline 
between lucidity and confusion is a narrow one, easily passed in either 
direction. Restlessness in the elderly, with its counterpart, senile confusion, 
can occur in any of the following states: 

(1) Nervous agitation. 

(2) Bodily discomfort from inactivity, pain, thirst, overheating, rectal or 
vesical distension. 

(3) Metabolic upsets: fever, toxemia, electrolyte imbalance, avitaminosis. 

(4) Functional or organic cerebral upset: congestion or anemia, cerebro- 
vascular accidents or inflammation, cerebral tumours. 

(5) Drug intoxication, especially after bromides, barbiturates, morphia 
derivatives, hyoscine, and sulphonamides. 














REVISION CORNER 219 


In some cases, more than one factor may be operative, as when a confused 
patient tries to leave his bed to empty an overloaded rectum, and is unable 
to communicate his need to the nurse. 

In approaching the problem, these causes require consideration, and a 
brief physical examination should be made to identify the probable opera- 
tive factor. Nursing reports as to satisfactory bowel action and the success 
or otherwise of enemas should not be accepted—only digital examination 
will disclose a distended rectum. Inquiry should always be made as to drugs 
administered in the preceding hours or days. Initial treatment should be 
directed to restoring bodily comfort, to emptying a loaded bladder or bowel, 
tepid sponging and analgesics. Passive venous congestion of the brain from 
cardiac failure should be treated with a mercurial diuretic, which often 
relieves restlessness much more effectively and speedily than any sedative. 

If no cause for the restlessness is discoverable, or if general measures fail 
to control it, recourse to drugs is required: it is in these cases that the 
greatest difficulties will be found. It can be firmly laid down in this con- 
nexion that bromides should not be used. They are often ineffective, uncer- 
tain in action and show a marked tendency to accumulate in the elderly 
subject, thereby inducing confusion. Similar care should be taken with 
barbiturates: the long-acting members of the group accumulate in the 
tissues to cause restlessness or depression, whilst the short-acting members 
often lead to confusion, in which the patient may become noisy or fall out 
of bed. 

CHOICE OF DRUGS 
Milder cases of restlessness can be tried out first with alcohol, tablets of 
acetylsalicylic acid with ipecacuanha and opium, B.P., methylpentynol 
(‘oblivon’), or ‘doriden 

Alcohol.—A stiff dose of spirits, given as a double whisky, gin or rum, 
is often the best sedative in old age. With it, no other sedative may be 
required, Alcohol is an unsafe accompaniment of barbiturate, to which it 
appears to sensitize the body. There is, however, no incompatibility be- 
tween alcohol and methylpentynol or paraldehyde, which may safely be 
given later, if further sedation is needed. 

The familiar combination of aspirin and Dover's powder is often effective 
and warrants more frequent use: 10 grains (0.6 g.) of each drug are nor- 
mally needed. 

Methylpentynol is ideal for an agitated patient, not suffering actual pain. 
The normal dose is from two to five 250-mg. capsules, or 120 to 300 minims 
(8 to 20 ml.) of the elixir. The drug is rapidly eliminated, has no unpleasant 
side-effects, and does not leave drowsiness behind. 

‘Doriden’ is a newly introduced non-barbiturate hypnotic of rapid action. 
It is said to be non-accumulative and without serious side-effects. The dose 
is two 0.25-g. tablets at night. Brief experience suggests that it may become 
of proved value in geriatric work. 

Paraldehyde.—None of these drugs is likely to influence the severer cases 
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of restlessness, for which early recourse to paraldehyde is indicated. Paralde- 
hyde is a safe and reliable sedative, best administered by intramuscular 
injection of 5 to 8 ml. Further injections of the same, or slightly lower, 
dosage can be repeated every four to six hours as required. The solution is 
self-sterilizing, but hydrolyses in the ward stock bottle to glacial acetic acid. 
It should therefore be used from 5-ml. or 10-ml. ampoules. 

Morphine and hyoscine..- When paraldehyde proves ineffective, as at times 
it does, the much less safe hyoscine, alone or combined with morphine, 
may be tried. Such obstinate cases, however, are of bad prognosis, and 
generally indicate grave intracranial disease. Both drugs are unreliable un- 
less given in full dosage, when the lethal dosage is not far off. Choice, 
however, has to be made between letting the patient die from exhaustion 
or risking overdosage. In such a case, it is sometimes wise to take the rela- 
tives into our confidence, and to explain the alternatives. 

This list of sedatives is by no means exhaustive. Chloral hydrate, chloral- 
amide and carbromal have their advocates, but have won little recognition 
from most practical workers in this country. 

Chlorpromazine.—A word, however, should be said about chlorpromazine. 
Its place in sedating the elderly has not yet been firmly established. In 
many cases it is certainly effective in lessening anxiety and nervous tension 
and in enhancing the effect of other analgesics and sedatives, but first doses 
sometimes have a contrary effect. Its value therefore is likely to be greatest 
in the long-term management of cases exhibiting restlessness as a prominent 
feature, when it is always worth a trial. Chlorpromazine suppositories 
(100 mg.) have a place in managing the acute case, and one inserted rectally 
is often most effective. It should be remembered that liver disease, past or 
present, is a contraindication to chlorpromazine therapy. 

T. N. Rupp, M.D., M.R.C.P. 
Physician, Tiverton Hospitals; Consulting Physician, 
South-West Regional Hospital Board. 











NOTES AND QUERIES 





Psoriasis of the Nails 

Query.—I have recently developed pitting and 
furrowing of my nails, which appeared first on 
one nail but now involves the nails of both 
hands. It has been diagnosed by a dermatologist 
of repute as psoriasis, although there is no 
evidence of psoriasis anywhere else. I would be 
grateful for advice as to treatment and prog- 
nosis. The appearance is rather unsightly. 


Rep.y.—The finger-nails are often involved in 
psoriasis; estimates of the frequency of nail 
lesions range from 10% to 50%. Psoriasis of 
the nails usually accompanies psoriasis of the 


skin, but that it can occur alone has been 
generally recognized since Willan’s description 
in 1809. The most common abnormality of the 
nail is the appearance of multiple cup-shaped 
depressions of fairly uniform size—often known 
as ‘thimble’ pitting. Yellow or brown dis- 
coloration is also common: sharply defined 
patches, often near the free margin of the nail, 
lose their normal lustre, assume a yellowish- 
brown colour and either remain localized or 
extend slowly across the nail. Erosions may lead 
to progressive destruction of the nail, leaving a 
brown friable stump. Hyperkeratosis beneath 
the nail plate may be conspicuous. 








NOTES 


In the absence of psoriasis elsewhere diag- 
nosis may be difficult, as the clinical appearance 
is seldom pathognomonic. In all cases scrapings 
must be examined microscopically to exclude 
ringworm infection. The nail changes associated 
with eczema, particularly of the ‘dyshidrotic’ 
pitting of 
conditions 


simulate the 
rarer 


type, may closely 
psoriasis. In many 
secondary nail involvement may occur, but can 
usually be differentiated clinically. 

The treatment of 
eminently unsatisfactory. 
ointments containing tar and salicylic acid is 
usually recommended, but the following paint 
may give better results: 


other 


psoriasis of the nails is 


The application of 


60 grains (4 g.) 
1 ounce (28.5 ml.) 


Chrysarobin 
Solution of gutta percha to 
X-ray therapy cautiously administered is often 
effective, and in this condition we have found 
it superior to thorium X, which ts sometimes 
employed. 
ARTHUR ROOK, M.D., F.R.C.P. 


Nail Dystrophy 

Query.—Can you advise 
of a nail condition in a female patient aged 30? 
Three years ago she developed sarcoidosis of 
the lungs. Six months ago the top of the nails 
of both hands started to die and now the only 
way she can cover up this unsightly condition 
is by using a nail varnish. Three months ago 
she developed patches of a scaly erythematous 
rash on the thighs (flexor aspects) and neck. 


me on the treatment 


Repty.—On the information available it is 
difficult to give anything like a definite diag- 
nosis. Separation of the distal half of the nail 
from the nail bed can be brought about by local 
factors, e.g. getting the hands in soda or other 
alkali, or it can be of toxic origin due to some 
focus of sepsis, and there are yet other cases in 
which no cause can be found. Psoriasis can 
produce the appearance of death of the distal 
half of the nail but this is usually associated 
with pitting and there would usually be other 
signs of psoriasis. I presume that the scaly rash 
on the thighs is not psoriasis. Calcium deficiency 
can give rise to dystrophy of the nails and it 
might be worth while having the serum calcium 
estimated. I find it difficult to associate the nail 
changes with sarcoidosis 

In cases of separation of the nail from the 
bed when no cause can be found, I have occa- 
sionally had improvement with calciferol given 
in large doses (e.g. ‘sterogyl 15’, one ampoule 
every four days) but more particularly with 
arsenic, which I have given as arsenious acid, 
1/20 grain (3 mg.), in pills 
three times daily for twelve weeks. Arsenic, of 
course, must not be given for longer than 


enteric-coated 


AND 
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twelve weeks at a time, and there must be a 
long rest after any one course. 


BERNARD C. TATE, M.B.E., M.D., F.R.C.P 


Tetanus Immunization in Children 
Query.—I should be grateful for information on 
the following points: 

(1) What is the earliest age at which a child 
can be immunized against tetanus? 

(2) What dosage of toxoid is recommended 
for different ages? 

(3) What are the side-effects? 

(4) At what intervals is it necessary to give 


boosting doses? 


Rep.y.—Infants in the early weeks of life can 
probably be immunized successfully against 
tetanus, unless their serum contains passive 


antibodies derived from a mother who has been 
actively immunized in the Forces or elsewhere 
From the practical standpoint, it is suggested 
that, three weeks or more after smallpox 
vaccination, three 0.5 to 1.0 ml. 
indicated on the label) of diphtheria-tetanus- 
pertussis prophylactic might be given for the 
primary course, say, at the fourth, fifth and 
sixth months, followed by a further injection 
around the first birthday. Reactions are unlikely 
to be troublesome after triple 
prophylactic in young children. Thereafter, a 
boosting dose of diphtheria-tetanus prophy- 
lactic might be given on school entry, followed 
by 1.0 ml. of tetanus toxoid five years later (or 
after a dirty cut) in order to maintain the titre 
of circulating antitoxin at a high level. Reactions 


doses (as 


injections of 


after tetanus toxoid are almost invariably 
negligible. 
When tetanus toxoid is used for primary 


immunization, the usual course is two doses of 
1 ml., spaced by six weeks, followed by a third 
injection about nine months later. In the Ser- 
vices, re-enforcement is considered necessary at 
intervals of five years in peace-time. It is not yet 
known how long boosting doses at these wide 
intervals should be continued in order to confer 
life-long protection. 

Immunization procedures vary considerably 
in different countries. Combined prophylactics 
increasingly instead of the 
thus, the British Army now 


are being used 
separate antigens 
use a mixture of T.A.B. 
toxoid for adult immunization, It is impossibk 
to discuss tetanus immunization fully in a 
reply of this nature, and further details must b« 
sought from other sources. Adequate active 
immunization should obviate the emergency use 
of tetanus antitoxin, and essential records of 
readily accessible when 


vaccine and tetanus 


injections should be 


required. 
H. J 


PARISH, M.D., F.R.C.P.ED 
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Effect of Procaine Hydrochloride 


on Motor Nerves 
Query.—Has procaine hydrochloride any effect 
on the fibres of a motor nerve? If not, why is 
the upper division of the facial nerve blocked for 
eye operations? The facial nerve (not the chorda 
tympani) is a pure motor nerve. 
Rep_y.—Procaine hydrochloride paralyses sen- 
sory nerve endings in a greater dilution than the 
nerve trunks, affecting pain fibres before those 
of touch. In the nerve trunks the sensory fibres 
are paralysed before the motor, but both can be 
paralysed by diffusion from an injection into 
the neighbourhood of the nerve trunk, as well 
as by an injection into the actual nerve itself. 

This is a source of difficulty in assessing the 
position of the needle, when it is intended to 
produce a permanent paralysis by injecting 
alcohol immediately afterwards: e.g., both in 
the treatment of the sensory disorder ‘trigeminal 
neuralgia’ (sth nerve) and of the less common 
motor disorder ‘clonic facial hemispasm’ (7th 
nerve), as in either case the alcohol should be 
injected into the nerve itself. This is particularly 
true in the latter condition when one is attempt- 
ing a permanent paresis of the upper fibres 
alone of the 7th nerve, to the orbicularis oculi 
muscle, similar to the temporary procaine block 
for eye operations. 

N. G. HULBERT, M.D., M.R.C.P. 


Thiopentone in Dental Anesthesia 
Query.—I have given about twenty-five dental 
anesthetics using an intravenous injection of 
between 0.25 g. and o.5 g. of thiopentone 
sodium (‘pentothal’). I have not passed an 
endotracheal tube in these cases and there has 
never been any anxiety either during or after the 
anesthetic. Recently, however, I have mentioned 
this to an anzsthetist who has warned me about 
the danger of laryngeal spasm which may result 
in suffocation and for which there is no 
treatment. I should be grateful for expert 
advice as to whether it is unsafe to give thio- 
pentone in this way. 
Rep_y.—Thiopentone sodium is not an anzxs- 
thetic agent, but only a hypnotic. The pro- 
portion of cases in which it produces true 
analgesia in safe dosage is very small. Its main 
actions are: (1) respiratory depressant, (2) 
cardiovascular depressant, (3) central depressant 
with hyperactive reflexes. The tendency to 
laryngeal spasm when this drug is used as an 
anesthetic agent is very real, very dangerous 
when it occurs, and may even prove fatal. Such 
spasm may be caused reflexly when the opera- 
tion is in the area of the throat, or directly if a 
foreign body, such as saliva, pus, blood or 
debris, should be aspirated on to the glottis. 
This does not preclude the rational use of 
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thiopentone in dental practice when it is 
indicated. Its use should, however, be confined 
to induction in a patient in whom, either for 
psychological or for other reasons, an induction 
by inhalation anesthesia would be difficult. Such 
an induction should be followed by inhalation 
of nitrous oxide and oxygen in the usual way, 
the throat being properly packed to prevent 
saliva or other matter trickling down the throat 
as this might set up a spasm by irritation. Used 
in this way the patient obtains the maximum 
benefit from the intravenous induction, whilst 
the risk is minimized, although not, of course, 
completely abolished. 

R. BLatR GOULD, M.B., F.F.A. R.C.S., D.A 


Oral Vaccines in Nasal Catarrh 
Query.—A patient of mine is treating her child 
(who suffers from nasal catarrh) with ‘lantigen 
B’. This is described as an oral vaccine con- 
taining the detoxified antigens of several dis 
solved micro-organisms. Is there any evidence 
that this type of preparation is of value? 


Repiy.—The etiology of nasal catarrh or the 
common cold is still obscure, although there is 
increasing evidence to incriminate a _ virus; 
bacteria have been excluded as the causal agent 
It is therefore highly improbable that any form 
of bacterial vaccine would have any specific 
therapeutic or prophylactic effect. Although it 
has been claimed that such vaccines tend to 
reduce the incidence and severity of secondary 
bacterial infections, conclusive evidence of t!:is 
has not yet been produced. 

R. W. FAIRBROTHER, M.D., D.SC., F.R.C.P 


Nylon Socks and Tinea Pedis 
Query. —I was interested in the practical not« 
about Surg. Lieut.-Cdr. Broughton’s experi- 
ments with broadmesh nylon socks as a prophy- 
lactic against tinea pedis (The Practitioner, 
October 1955, p. 521). I have not seen these on 
sale at the local shops and would be grateful for 
information as to how I may purchase some. 


Rep.y.—Broad-mesh continuous filament 
nylon socks are not usually to be found in local 
shops but are stocked in some of the London 
stores such as Harrods in Knightsbridge where | 
purchased mine. They cost about ten shillings 
a pair but they never wear holes, are easily 
washed and quickly dry. British Nylon Spinners 
Ltd., of Pontypool, Monmouthshire, made me 
a trial pair of long white stockings, free of 
charge, and I have found them excellent. 
Reinforced nylon or spun nylon socks are of 
no use for this purpose; indeed, they have the 
opposite effect. 
Surc. Lieut.-Cpr. R. H. BRouGHTON, 
R.N., M.D. 
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PRACTICAL NOTES 


Oral Hydrocortisone in Rheumatoid 
Arthritis 

ALTHOUGH hydrocortisone is a very 
agent in the management of selected cases of 
rheumatoid arthritis, it is far from an ideal 
suppressive agent’, according to E. W. Boland 
(Annals of the Rheumatic Diseases, September 
1955, 14, 232). This conclusion is based upon 
under 


valuable 


the results in 150 patients who were 
observation for periods ranging 
months to three years. In 39 the arthritis was 
graded as severe, in 70 as moderately severe, and 


in 41 as moderate. No mild cases were included 


from nine 


in the series. The initial daily dose of hydro- 
cortisone (free alcohol) given for one to three 
weeks was 50 to 70 mg. In severe Cases, 40 to 60 
mg. in moderately severe cases, and 40 to 50 mg. 
in moderate cases. Dosage was then gradually 
reduced to a maintenance daily dose of 45 to 65 
mg. for severe cases, 40 to 50 mg. for moderately 
severe Cases, and 25 to4O mg. for moderate cases. 
Maintenance dosage is defined as ‘the smallest 
total daily amount which would control the 
manifestations adequately, not necessarily com- 
pletely, and which could be safely tolerated’. 
Taking the group as a whole, improvement 
was considered to be adequate in 59°, and in- 
adequate in 41°. The chief factors which in- 
fluenced the therapy were the 
severity and the duration of the disease. Thus, 


response to 


improvement was graded as adequate in 36°, of 
with disease, in 57% of the 
moderately severe cases, and in 88 of those 
with moderate Fifty of the patients 
(330) showed progression of the disease while 
under treatment. Treatment had to be stopped 
in two patients because of major complications. 


those severe 


disease . 


Antibiotics in Bacillary Dysentery 
‘THE results of three different forms of treatment 
in a series of 474 cases of bacillary dysentery 
have been compared by E. F. Murphy (Jrish 
Journal of Medical Science, November 1955, 
p. 523). One group of patients was given oxy- 
tetracycline and streptomycin six-hourly in the 
following dosage: 100 mg. of each to children 
under the age of one year, 150 mg. of each to 
children aged one to five years, and 250 mg. of 
each to those over the age of five. The second 
group was given chlortetracycline six-hourly in 
the same dosage. The third group was given 
phthalylsulphathiazole six-hourly in the follow- 
ing dosage: 0.5 g. to those under the age of one 
year, 1 g. to those aged one to five years, and 
2 g. to those over the age of five. All treatment 
was given orally for a period of seven days and 


accompanied by vitamin B elixir. The results 
in the oxytetracycline-streptomycin series were 
‘successful’ in 98.7°, of 156 cases of Sonne 
dysentery and in 91.5 °, of 106 cases of Flexner 
dysentery. With chlortetracycline 
results were obtained in 95.65%, of 23 cases of 


of 127 cases of 


successful 


Sonne dysentery and in 92.9%, 
Flexner dysentery. +» With the sulphonamide, 
successful results were obtained in 68.33%, of 
There was one 
an infant aged seven weeks 


60 cases of Sonne dysentery. 
death in the series 
who was admitted on the third day of disease 
with a  septicemic Superimposed 
infection with resistant strains of Staph. aureus 
developed in 10 patients: one with bloodstained 
diarrhea and nine with acute staphylococcal 
pharyngitis. Five of these responded to ery- 
thromycin; the other four subsided without 
special treatment. ‘Minor skin 
‘rather frequent’, whilst rhinitis, tonsillitis and 


illness. 


sepsis’ was 
vulvo-vaginitis ‘occurred in some other cases’ 
Staphylococcal infection is described as con 
stituting ‘a potential danger which must be 
remembered when using broad-spectrum anti- 
Effective isolation of the patient, 
adequate bacteriological control and 
clinical supervision are essential in conducting 
this treatment. With these facilities available, 
effective cure of bacillary dysentery and a 
significant decrease in the proportion of carriers 
can be expected’. 


biotics. 
Cc ke Sc 


Phenylbutazone in Superficial 
Thrombophlebitis 

Because of its anti-inflammatory action, I. D. 
Stein (Circulation, November 1955, 12, 833) has 
investigated the action of phenylbutazone in 132 
patients with superficial thrombophlebitis. His 
dosage schedule was: 200 mg. thrice daily for 
three days, followed by 100 mg. thrice daily for 
another four days. No patient was kept in bed 
unless the pain was severe enough to incapacitate 
him. Blood counts were done daily on in- 
patients, and twice during the week’s course of 
treatment in outpatients. Complete resolution of 
the phlebitis occurred in 126 of the patients. The 
usual course of events was a decrease in pain 
within eight to twelve hours, followed by definite 
regression of the local redness and swelling by 
the end of twenty-four hours. As a rule, patients 
were able to get up and walk about with little 
discomfort after twenty-four hours. In the next 
few days there was gradual further resolution. 
The last physical sign to disappear was the in- 
durated and thrombosed vein. Special attention 
is drawn to the fact that all seven cases in which 
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the thrombophlebitis associated with 


thromboangiitis obliterans responded well to 


was 
treatment. 


A New Colchicum Derivative 

DESACETYLMETHYLCOLCHICINE (‘colcemide’) is a 
natural alkaloid which has recently been isolated 
from Colchicum autumnale. According to 
J. Colsky and his colleagues (New England 
Journal of Medicine, October 27, 1955, 253, 73°) 
it ‘appears to be as effective as colchicine in 
the treatment of acute gouty arthritis but has 
the distinct advantage of not producing the 
undesirable gastro-intestinal effects often caused 
by colchicine’. They report the results obtained 
in 10 patients with acute gouty arthritis, eight 
of whom had previously responded to colchicine 
although in four of gastro-intestinal 
disturbances had developed. The dosage was 
either 1 mg. hourly for five or eight hours, or 
an initial 5 mg. followed by 1 mg. 
hourly for three doses. Nine of these patients 
obtained relief with desacetylmethylcolchicine 
within eight to twenty-four hours. The patient 
who obtained no relief was subsequently given 
colchicine with only partial relief of symptoms 
accompanied _ by ‘disturbing 
One patient relapsed after a first 


these 


dose of 5 


nausea and 
diarrhea’. 
course of treatment but responded well to a 
second course. The dosage used in this small 
trial was purely empirical, and it is suggested 
that relief might be obtained with smaller doses. 
The only side-effects 
maculopapular rash in one patient, mild anorexia 
in one patient, and very slight gastro-intestinal 
disturbance in one patient. As the drug can 
cause granulopenia, it is recommended that it 
‘should be administered cautiously until more 


encountered were a 


experience has been gathered’. It is concluded 
that ‘the new compound may be the drug of 
choice in the treatment of the acute arthritis 
of gout’. 


‘Diamox’ in Glaucoma 

*‘D1aMox’ is an inhibitor of carbonic anhydrase. 
By preventing in part the 
bicarbonate it diminishes aqueous production 
and thereby lowers intra-ocular pressure. Its 
effect in controlling glaucoma has been investi- 
gated by S. M. Drance (British Journal of 
Ophthalmology, November 1955, 39, 659) in 
were 


secretion of 


20 cases. In 
given orally and repeated after six hours if 
necessary. In all other cases the dosage was 
250 mg. orally every six hours, with 30 grains 
(2 g.) of sodium bicarbonate. When the tension 
was controlled this dosage reduced to 
125 mg. six-hourly. Maintenance dosage has 
to be worked out by trial and error. In one case 


congestive cases, 500 mg. 


was 
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250 mg. six-hourly was the only controlling 
dose, but most cases require much less than 
this. Of 12 cases of secondary glaucoma, 10 
were controlled by ‘diamox’. Of the six patients 
with congestive glaucoma, three were 
trolled: one by ‘diamox’ alone and 
‘diamox’ and Both 
glaucoma in the series were controlled tem 
porarily, but in both the intra-ocular tension 


con- 
two by 
chronk 


miotics. cases of 


subsequently rose again, and one had to be 
trephined, whilst cyclodialysis was performed 
in the other. Side-effects minimal: all 
complained of tingling in the fingers and toes, 
slight polyuria and 


were 
and some experienced 
thirst. Two complained of dyspepsia 


Intra-Arterial Thiopentone 

THE aim of treatment of this anzsthetic hazard, 
according to A. C. Forrester and R. C. O 
Saunders (British Journal of Anaesthesia, Decem- 
ber 1955, 27, 594), is immediate dilution of the 
thiopentone, reduction of local spasm, general 
vasodilatation of the limb, and anticoagulant 
therapy. Five millilitres 
injected immediately into the affected artery, 
preferably through the needle left im situ 
General anzsthesia is proceeded with to reduce 
sympathetic tone in the arm. Brachial plexus 
block should be carried out and repeated at 
intervals, particularly if pallor due to spasm ts 
present. Full heparinization is desirable but can 
only be given if no operation is performed. An 
initial intravenous dose of 15,000 units is given, 
followed by a maintenance dose: either by con- 
tinuous intravenous drip or four-hourly intra- 
muscular injections. The aim is to prolong the 


ot 2 procaine are 


clotting time to around fifteen or twenty minutes. 
Heparin is continued for several days so long as 
there is danger of intra-arterial thrombosis. By 
heating the other limbs, reflex vasodilatation 
results in the affected limb. Tolazoline, 50 mg. 
in 5 ml. of saline, may be given into the affected 
artery or subclavian artery ‘with great effect’, 
and it can then be given orally: 25 mg. six- 
hourly. Pethidine reduces vasoconstriction due 
to pain. The affected limb is kept wrapped in a 
sterile towel and covered with cotton-wool. It 
should be neither heated nor cooled. 


(Estrogens for Epistaxis 
On the basis of results in six cases of spon- 
taneous epistaxis and ten of haemorrhage 
following adenoidectomy, H. C. Menger 
(Journal of the Medical Association, 
October 8, 1955, 159, 546) concludes that ‘ the 
use of parenterally given «estrogen is the 
treatment of choice’ in such cases. The pre- 
paration he used was ‘premarin’, which is an 
equine conjugated cestrogen. In the 


American 


case ol 
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spontaneous given intrave- 
nously in a dose of 20 mg. In four of the cases 
the hemorrhage ceased within half an hour; 
in the fifth in one hour and in the sixth in three 
hours. The ten cases of post-adenoidectomy 


epistaxis it was 


bleeding were all children, aged 3 to 7 years. 
They all developed ‘significant bleeding’ within 
six hours of operation. In each of them the 
bleeding time and coagulation time were within 
normal limits. They ‘premarin’ 
intramuscularly: either 5 or 10 mg., depending 
upon the weight of the child. With the exception 
of one child, in whom bleeding was not com- 
pletely controlled for two hours, the bleeding 
stopped within an hour. 


were given 


Blood Ammonia in Heart Failure 
Tuat the mental changes sometimes associated 
with the later stages of congestive heart failure 
may be due to an increase in the blood ammonia 
level is suggested by the findings of A. N. 
Bessman and J. M. (American Heart 
Journal, November 1955, 50, 715). In a series 
of nine control patients, none of whom had any 
evidence of liver heart 
failure, they found the arterial blood ammonia 
to range from 0.50 to 0.98 gamma/ml. (mean 
0.77), whilst the venous blood ammonia ranged 
from 0.53 to 0.97 gamma/ml. (mean 0.83), 
giving a small but negative arteriovenous dif- 
ference. In the series of nine patients with right- 
sided congestive heart failure the comparable 


Evans 


disease or congestive 


figures were 1.15 to 1.65 gamma/ml. (mean 1.33) 
for arterial blood, 0.82 to 
(mean 1.06) for venous blood, giving a con- 
sistently positive arteriovenous difference. That 
these raised blood ammonia may be 
responsible for the cerebral manifestations in 
heart failure fits in with recent 
observations that the raised ammonia levels in 


1.28 gamma/ml. 


levels 
congestive 


liver disease are related to the degree of con- 
sciousness. It is now well recognized that ‘one 
of the outstanding lesions in chron 
congestion is the altered structure and function 
of the liver’. In view of these findings, ‘it is 


passive 


suggested that ammonium chloride be used 
with caution in patients with cardiac failure 
presenting cerebral manifestations or severe 
liver dysfunction’. 


Treatment of Trichomonal 
Vaginitis 

SATISFACTORY results in the treatment of tri- 
chomonal vaginitis are reported by J. Iger and 
H. S. Kupperman (/nternational Record of Medi- 
cine and General Practice Clinics, November 
1955, 168, 723) from the use of a suppository 
containing: tyrothricin, 5 mg.; phenylmercuric 
nitrate, 3 mg.; sodium lauryl sulphate, 7.5 mg.; 
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3-lactose, 1.17, g.; water-soluble chlorophyll, 
10 mg. The method of treatment was as follows 
The patient was instructed to insert one sup- 
pository high into the vagina every night for ten 
nights. This procedure was repeated for five 
nights during each of the subsequent two men- 
strual periods. Of the 15 patients who only com- 
pleted the first ten-days’ course, three were 
clinically cured and fresh hanging drops were 
negative for trichomonads. Nine patients carried 
out the prescribed treatment up to the end of the 
first menstrual period, and all were clinically 
cured and had negative hanging drops. Of the 12 
patients who completed the complete course of 
treatment, nine were clinically cured and had 
negative hanging drops. This gives a ‘cure rate’ 
of 58°, for the entire series, or 86°, for the 21 
patients who carried out the treatment during at 
least one subsequent menstrual period. No 
ancillary form of treatment, such as douching, 
used. ‘One of the apparent 
effects of treatment was the very rapid dis- 
No side-effects were 


was more easily 
appearance of symptoms’. 
encountered. 


Wedging of Shoes 

IN discussing the manner in 
should be wedged for the purpose of correcting 
deformities of the feet in children, F. L. Liebolt 
(‘Pediatric Clinics of North America’, November 
1955, P. 1003), points out that these wedges are 


which shoes 


only of value when applied to solid leather shoes 
with thick soles. They should be placed outside 
and not inside the shoes, and should be inserted 
between the soles and within the substance of 


VA 


7) ) | 
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A 
the heels. They should 
to 4 inch (3 to 5 mm.), depending upon th: 

age of the child and the degree of deformity. 
In the accompanying figure the author 
shows the various types of wedges. A is an 


vary in width from 


inner heel wedge used for pronated feet; B 
shows inner heel and outer sole wedges used 
C shows inner heel and inner sok 
for severe relaxation of the 


for weak feet. 
wedges necessary 
longitudinal arches in talipes calcaneovalgus; 
D is an outer sole wedge used for the postural 
inner 


type of metatarsus varus; and E its an 


sole wedge used for the postural type of external 


rotation deformity. 








REVIEWS OF BOOKS 


Ophthalmology. By P. D. 'TREvor-Roper, 
M.B., F.R.C.S., D.O.M.S., London: Lloyd- 
Luke Medical Books Ltd., 1955. Pp. xiii 
and 656. Illustrations 450. Price 75s. 

Tuts handbook of ophthalmology fills the gap 
for the postgraduate student taking the oph- 
thalmic diploma. It is a complete guide to 
current teaching, and nothing has been included 
that does not stand the test of the practical 
work at Moorfields. By the unusual phrase, 
and the happy turn of speech, the author sheds 
a new light on the subject. The sections on 
anatomy, physiology and optics enable the 
student to obtain a general grasp of the whole 
subject, and reduce to a minimum any necessity 
for referring to standard textbooks. The majot 
part of the subject matter is taken up by the 
diseases of the outer and inner eye, and here the 
author’s analytical mind has digested a mass of 
material and produced a concise and clear 
picture for the examinee, without losing the 
detail that is ever necessary in regard to the eye. 
Any general practitioner who reads these 
sections on disease would be well rewarded, and 
he would not be distracted by academic dis- 
cussion, or references to the literature which 
have been purposely omitted. It would be 
difficult to improve the chapter on squint, 
which is remarkable alike for its lucidity and 
balance. The section on treatment is short, but 
contains the essentials of present-day practice, 
revolutionized as it has been by the introduction 
of antibiotics and cortisone. 

So much of the physiology and pathology of 
the eye is still shrouded in mystery, but the 
author keeps on sure ground and wastes no 
time on the obscure or the abstruse. The book 
is full of drawings and photographs, most of 
them original and nearly all, with perhaps the 
exception of the coloured plates, of unusual 
excellence. The general presentation and 
printing are of the highest order, andthe author is 
to be congratulated on producing a textbook in 
which there is so little to criticize and so much 
to praise. 


Nursing Care of the Newly Born Infant. 
By W. S. CRAIG, M.D., F.R.C.P.Eb., 
F.R.S.E., et al. Edinburgh: E. & S. 
Livingstone Ltd., 1955. Pp. viii and 472. 
Figures 225. Price 35s. 

THE increasing awareness of the 

portance of skill and care in the nursing of the 

newly born infant has rendered the publication 

of such a book an essential need. Here it is: a 

fine and handy volume. Exactitudes and didac- 


great im- 


ticisms are comfortably spaced with descriptive 
and pictorial material in such a manner as to 
communicate that which is to be done and that 
which must not be done. The methods for, and 
the reasons why, are put in such clear fashion 
that only a careless person could be mistaken 
upon the written and implied instructions and 
techniques. The statutory, statistical and ad- 
ministrative background to matters concerning 
neonatal health and welfare are briefly but 
appropriately stated. One great strength of the 
book is the sensible explanations of the physio- 
logical and anatomical facts upon which sound 
nursing methods are based. The chapter on the 
nutrition of the healthy neonate contains a 
masterly descriptive statement on breast feed- 
ing. Mothercraft, with special relation to feeding 
management and minor difficulties, is clearly 
stated. Facts and photographs give succinct 
instruction on aspects of trauma, infection, con- 
genital anomalies, and other selected clinical 
signs and problems. Midwives and all nurses of 
neonates should read and thoroughly digest the 
chapter on emergencies and their immediate 
management. Practical aids are abundantly 
scattered in this book, whilst wise emphasis is 
laid on the art of giving advice and guidance 
and at all times recognizing the mother and 
baby as a biological unit. 

This book will be seen a good deal about the 
pupils’ study-rooms of maternity and infants 
units. No doubt obstetricians and pediatricians 
will avidly probe into its contents with much 
interest and benefit. As an instrument of further 
education for the midwife and the midwife 
teacher it will have an increasing appeal. The 
family doctor may well find between the covers 
a nicely planned postgraduate course, and in this 
respect, perhaps, the sensibly simplified remarks 
on feeding the baby will have a special appeal 


Subphrenic Abscess. By H. R. S. Harvey, 
M.S., F.R.c.S. Oxford: Blackwell Scien- 
tific Publications, 1955. Pp. xi and 216. 
Figures 35. Price 35s. 

Mr. Harvey has covered the history, anatomy, 

etiology, clinical features and diagnosis of sub- 

phrenic abscess in a thorough and conscientious 

manner. His basic material is a study of 188 

cases, the records of which he has analysed 

carefully. He has studied the literature of the 
subject in detail, and has given us a book which, 
as a monograph, is masterly. It may seem 
strange that a thoracic surgeon should write on 
an abdominal subject, but a protest against the 
trades union outlook and closed shop practices 
of contemporary surgery is timely. After all, the 
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best review of cardiac surgery in the English 
language is by a professor of orthopaedic surgery. 

The weakness of a book of this sort is mono- 
graphic myopia. Each leaf is studied in such 
detail that the twig from which it springs is 
dwarfed, the sink into 
insignificance, and the wood is forgotten. As 
every important article ends with a summary, 


branch and the tree 


so every monograph should have a concluding 
chapter telling us what it is all about. The 
essentials of subphrenic abscess are simple. The 
basic lesion is subphrenicitis, which often sub- 
sides without going on to abscess formation. 
The subphrenic spaces, the delight of essayists 
including the present one, are anatomical shib- 
boleths only, and are based on the study of the 
dead body. Infection knows no anatomy, but 
lays down its own barriers and makes its own 
compartments. The surgical approach to sub- 
phrenic abscess is, and must always be, sub- 
phrenic and not transphrenic. 


Basic Surgical Skills. By Ropert TAvuBeEr, 
M.D., F.A.C.S. Philadelphia and London: 
W. B. Saunders Co., 1955. Pp. vii 
and 75. Figures 51. Price 26s. 

Dr. TauBerR holds that each step of an opera- 

tion must be mastered, by training the fingers 

on selected exercises as a musician does, before 
work in the operating undertaken. 

This book gives a series of such exercises, and 

the first figure illustrates a ‘training board’ on 

which the manceuvres can be practised. These 
include every kind of stitch and knot used in 
surgery. This book will make a nice present for 


room i158 


a surgically inclined nephew. 


Living Bone in Health and Disease. By 
IRVIN STEIN, A.B., M.D., F.A.C.S., Ray- 
MOND STEIN, A.B., M.D., and MARTIN L. 
BELLER, A.B., M.D. Philadelphia: J. B. 
Lippincott Co.; London: Pitman Medi- 
cal Publishing Co. Ltd., 1955. Pp. xii 
and 510. Figures 387. Price £5 10s. 

Tuis is the most useful and readable textbook 

on bone pathology the reviewer has so far en- 

countered. There are two particular sources of 
pleasure which make this book worthy of being 

a personal first the charm of 

straightforward writing in good simple English 

without the use of the tortuous constructions 
and portentous words which sometimes come 
from the other side of the Atlantic, and secondly 
the illustrations which are technically superb, 
not borrowed from literature, and 
which reveal typical lesions in the form most 
likely to be encountered in clinical practice, 
showing 


possession 


existing 


i.e. avoiding the common pitfall of 


OF 
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/ 


as typical ‘the biggest aspidistra of them all’ 

The first part of the book, the metabolism of 
normal careful The 
second part, comprising the major portion of the 
work, is devoted to bone pathology. Here the 
authors have deliberately excluded chapters on 


bone, will repay study. 


pyogenic and tuberculous infections and on 
malignant 


toma. This is an example of the clear-thinking 


primary neoplasms and osteoclas- 
shown in this book, for not only do good mono- 
graphs already exist on these subjects, but thes« 
aspects are covered in the paragraphs on 
differential diagnosis which form one of the most 
interesting parts of each chapter. This intelli- 
gent selection of material will appeal to the 
postgraduate reader, while at the same time the 
readability of the book for reference purposes 


is quite within the scope of the undergraduats 


In the final part of the work an attempt is 
made to complete a diagnostic classification of 
bone diseases with special reference to the 


salient features of the biochemistry of the 


various conditions. In those conditions in 
which therapeutic measures are available, useful 
descriptions of diets and endocrine therapy are 
given; the reader is especially referred to the 
treatment of senile and post-menopausal osteo- 
porosis and to the endocrine treatment of 
secondary bone neoplasms. 

This book is strongly recommended, 


a pity that for British readers it is so expensive 


but it ts 


Genital Prolapse. By Percy MALPAs, Cu.M., 
F.R.C.S., F.R.C.0.G. London: Harvey and 
Blythe Ltd., 1955. Pp. 199. Figures 37 
Price 47s. 6d. 

Tue author justifies this addition to an already 

extensive literature by his statement in the 

introduction: “The object of the present volume 
is to clarify and systematize a personal experi 
ence gained from some 7000 operations on cases 
of prolapse’. In the excellent chapters on prac 
tical procedures and surgical techniques, per- 
haps less attention to the opinions of others and 
views and 


the 


more details of the author’s own 
practices would 


discerning reader. His approach to the applied 


have been preferable t 
anatomy is concise and original, but is somewhat 
marred by lack of diagrams. The chapters on 
etiology, sy mptoms and non-operative treatment 
are balanced and comprehensive. Twenty pages 
are devoted to a clear and practical differentia 
tion of the varieties of prolapse. Vaginal opera- 
tive techniques are well described. Vaginal 
hysterectomy is given its proper perspective but 
the description and the details of technique are 
at times difficult to follow 
‘Occasional repair operations’, interposition, Le 


Fort’s 


In eight pages on 


operation, complete colpocleisis, the 
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Spalding Richardson operation, and the abdo- 
minal procedures of MacLeod and Martin are 
outlined. Complications and postoperative in- 
fections are given comprehensive and practical 
prominence. The section on ‘Disturbances of 
micturition’ covers the subject clearly and con- 
cisely, though it presupposes a detailed know- 
ledge of pelvic anatomy. Stress incontinence ts 
defined and the importance of accurate diagnosis 
is wisely The knowledge 
obtained from cystograms is well expressed and 


emphasized. new 
the place of the various ‘sling operations’ is 
acc urately assessed. The book ends with shor* 
but useful chapters on rectal complications and 
retroversion of the uterus. 

The practising gynzcologist will find this a 
pleasing and enlightening addition to his library. 


Mysterious Waters to Guard. By WeESLEY 
BOURNE, M.D., C.M., M.Sc., F.R.C.P.(C.), 
F.1.C.A., D.A., F.A.C.A., F.F.A.R.C.S. Oxford: 
Blackwell Scientific Publications, 1955. 
Pp. xvi and 398. Plates 48. Price 42s. 

Tuis is an excellently produced collection of 

essays and addresses by the foremost Canadian 

anzsthetist of his day. The 
interest discussed offer diversion to anzsthetists 
and to those on the fringe of anzsthesia. That 
the author possesses a lively and inquiring mind 
is obvious. He brings to his assistance the gift 


many topics ot 


of clarity of exposition and a notable standard of 
classical education, which together make this 
book worthy of study by those who like their 
instructional bones to be covered with a little 
meat. These enable one to trace the 
development of Wesley Bourne as a pharma- 
cologist and as an astute investigator into the 
problems facing the anzsthetist. The pattern of 
his career is a good example for the young men 
of the future in the specialty. He includes 
records of past and present leaders in anasthesia 


essays 


with good photographs, although some of these 
little out of In this collection of 
his major contributions to medicine the author 


are a date. 


has rendered a unique service 


Inxtety and Stress. By Haro_p Basowirz, 
Px.D., HAROLD PERSKY, Px.D., SHELDON 
J. Korcuin, px.p., and Roy R. 
GRINKER, M.D. New York and London: 
McGraw Hill Publishing Co. Ltd., 
1955. Pp. xv and 320. Illustrated. 
Price 60s. 

\ PSYCHIATRIST, 

biochemist formed a 

trips, each of about one month's duration, to a 
paratroop training centre in the United States. 
Their purpose was to study a group of young and 
healthy men undergoing the stresses of para- 


two psychologists and a 


team which made two 
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troop training. A variety of psychological tests 
psychiatric interviews, and biochemical in- 
vestigations were carried out at different phases 
of the training. The whole study bears the mark 
of forethought, particularly with regard to the 
methodological approach. If the results of the 
study are somewhat out of proportion to the 
amount of investigation carried out, it is not so 
much the fault of the authors, as due to the 
difficulties inherent in and 
anxiety. The training period of a paratrooper 
did not seem to be a period of universal stress 


studies of stress 


Little anxiety was, in fact, expressed. When 
anxiety was experienced, however, it was found 
to be related to anticipation of failure rather 
than to death and destruction—a shame 
anxiety, as the authors dub it. 

In practical terms the main purpose of the 
book is to point out how complex a unit man is, 
particularly in his mental functioning. In 
psychosomatic research it is essential to take 
into account the total which an 
individual finds himself. Several systems must 
be studied concomitantly, and the conclusions 
must be rigorously related to the specific 
situations under investigation. It is only by an 


situation in 


interdisciplinary approach that psycho-physical 
correlates will be understood in their relation to 
the whole man. 


Thoracic Surgery for Physiotherapists. By 
G. M. Storey, s.R.N., F.c.s.P. London: 
Faber & Faber Ltd., 1955. Pp. 132 
Figures 31. Price 12s. 6d. 

As Mr. Barrett says in the foreword to this 

excellent little book, ‘the advantages of phy $10- 

therapy, applied to thoracic surgical patients, 
were appreciated earlier in Great Britain than 
anywhere else in the world’. Miss Storey gives 

a most clear and concise account of common 

disorders and a brief description of standard 

procedures ; indeed, though written for a limited 
field of workers, it could well serve as an intro 
duction to thoracic surgery for a much wider 
medical and nursing public. If there is any 
criticism of the general plan it would be that 
the role and technique of the physiotherapist are 
not sufficiently stressed. Accounts are given of 
the outlines of treatment with occasional excel- 
lent case records, but the reader who is not 
acquainted with thoracic physiotherapy may 
wonder how the results are achieved, and may 
not be aware of the ‘blood, sweat and toil’ that 
are often needed to achieve final functional per- 
fection. Perhaps Miss Storey will one day give 
us another book which lets us into the secrets 
of her craft with technical methods and instruc- 
tions that can be broadcast to the uninitiated. 
4 work entitled ‘Physiotherapy for thoracic 



































REVIEWS Of! 


surgery’ would make an admirable companion 
to the present volume 

follow the text are 
Above all, the 
text 1s easy to read and the price reasonable, 
both features that should make for the success 
that this book deserves 


The illustrations which 


well chosen and of good quality 


Morale in War and Work. By T. T, 
PATERSON, M.A., Py.D., R.A.F. _ RET'D 
London: Max Parrish & Co. Ltd., 


1955. Pp. 256. Price 18s. 
THe author of this book, now senior lecturer in 
industrial relations at Glasgow University, was 
called upon to analyse, and if possible sugyest 
remedies for, the very high accident rate among 
a certain group of fighter pilots. A formidabl 
task indeed but one which he approached with 
great insight and skill, and has recorded bril- 
liantly and interestingly. Posted to an outlying 
R.A.F. station of night and day fighters with a 
very high accident rate, almost all the accidents 
being attributable to lack of care or infringe- 
was told by the 
commanding officer to do something about it, 
and quickly. In 


ment of flying regulations, he 


almost every case the pilot 


concerned rationalized the accident by blaming 


everybody and everything but himself. The 
core of his problem was a triumvirate: How do 
men think and act in communities? What 


constituted natural leaders of such communi- 
ties? How can these leaders be themselves led 


to influence their groups in the desired way? 


Dr. Paterson found there was a sociological 
problem involved in that there was a distinct 
cleavage between the flying and the non-fiying 
personnel, this being so marked as to affect 
discipline adversely; a relatively junior flying 
officer feeling (and showing) himself superior to 
a senior administrative officer. Unfortunate to 
relate, the station medical officer and padre were 
not of much use in bridging the gap, though the 
latter made an attempt to do so; the inference 
is that a medical officer, who was also a pilot, 
value on the 
station. Three types of pilots stand out, the 
accident-prone, the accident-potential and the 
accident-liable, there the 
develops his theme of the necessity of skilled 
leadership to deal with them. Contact with 
the enemy at that time was not frequent, and 


Dr. Paterson conceived that his task was three- 


would have been of immense 


and from author 


fold: to remove frustration, to preserve morale 
and to instil a sense of 
they had to carry out. The greatest enemy they 
had to contend with was not the Germans, but 
the weather. He pursued this object skilfully, 
and purposefully, and the 


values in the actions 


book deals in a 
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fascinating way with his successful attempts to 


} 


create a better liaison between flying personnel 


and operational controllers, signals staff, out 


lying radar stations and emergency services, 
trying to get them all to work together as a 
team rather than as mutually antagonistic 


groups constantly criticising each other 
If there is anything to be regretted in the 
book it is that the 


medical services at this particular station did not 


reading of this excellent 
make a greater contribution to the most worth- 


while results achieved 


They Stand Apart: A Critical Survey of the 
Problem of Homosexuality. Epirep By His 
Honour JupGe ‘Tupor Rees and HARLEY 
V. Usitt. London: William Heinemann 
Ltd., 1955. Pp. xii and 220. Price 215 

One more of the spate of books about sexual 

deviations has appeared, and this one is a sym 

a balanced view of 


posium attempting to give 


the subject of homosexuality. The contributors 
are a barrister, a judge, a lawyer with knowledge 
of European laws on the subject, a lecturer on 
moral welfare who is also a clergyman, and a 
The 
Book Society and is full of information for those 
work with the 


psychiatrist book is recommended by the 


whose brings them in contact 
subject, which still continues to create bias and 
prejudice. Since so few accurate and adequate 


data are available concerning the problem in 


this country, the contribution by a member of 
the Howard League for Penal Reform analysing 
the statistics of those persons sent for trial, is 
particularly welcome, as also are the appendices 
including extracts from the Parliamentary de- 
bate and the report of the joint committee on 
appointed by the 
Magis 


matter 


Psychiatry and the Law 
British Medical 
trates’ Association. The 


Association and the 
latter puts the 
in its proper perspective when it asks for re 
search into the problem of how to discover 
before and after puberty those who will subse- 
quently show sexual aberrations. It also regrets 
the lack of an 
which have been treated. 

The 


increasing 


adequate follow-up of cases 


book shows a tendency 
that 


to support the 


feeling adult homosexuality 
should be condoned and legal penalties removed 
This is suggested by the clergyman contributor 
of the 


quences in biological regression 


without a discussion possible conse- 
Until a statis- 
tically valid number of studies are done, any 
opinion expressed at the present day will merely 
be deductions from a few particulars, or the 
result of unconscious bias. This book is warmly 
recommended as one which gives more compre- 


hensive viewpoints than most published so far 
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James Parkinson (1755-1824). EDITED BY 
MacponaLp CritcHLey. London: Mac- 
millan & Co. Ltd., 1955. Pp. xvi and 
268. Figures 8. Price 15s. 

‘Tuts bicentenary volume of papers dealing with 

Parkinson’s disease is a worthy tribute to a 

much neglected general practitioner. This ‘en- 

gaging and likeable character, modest, un- 
assuming and warm-hearted’, as Dr. Macdonald 

Critchley describes him, has earned eponymous 

fame for a short monograph, originally pub- 

lished in 1817, which ‘has become so rare as to 
constitute nowadays a valuable item in a medical 
library’, and which, in Sir Francis Walshe’s 
words, ‘remains remarkable for what it con- 
tained and for its clarity and conciseness’. He 

had, however, many other interests, and was a 

provocative political pamphleteer as well as a 

founder member of the Geological Society. 

In addition to Dr. Macdonald Critchley’s 
scholarly introduction, the volume contains an 
account of Parkinson’s life by Dr. W. H. 
McMenemey, a reproduction of the famous 
monograph, ‘An essay on the shaking palsy’, a 
paper on ‘the pathology of Parkinson’s disease’ 
by Dr. J. G. Greenfield, and ‘a clinical analysis 
of the paralysis agitans syndrome’ by Sir 
Francis Walshe. It is a book which 
studied with interest and pleasure, not only by 
neurologists and medical historians but by all 
practitioners of clinical medicine. 


will be 


NEW EDITIONS 
The Midwife’s Text-book, by R. W. Johnstone, 
C.B.E., M.D., M.R.C.P.ED., F.R.C.S.ED., F.R.C.O.G., 
and W. I. C. Morris, M.B., F.R.C.S.ED., F.R.C.O.G., 
in its seventh edition (A. & C. Black, 21s.) 
includes some new sections on the care of the 
premature child, the management of lactation 
and demand feeding, artificial feeding and the 
treatment of the renal complications of acci- 
dental postpartum hemorrhage. Very rightly 
the authors take the view that sound midwifery 
practice must be based on a wide acquaintance 
with the whole range of obstetric practice and 
in no sense do they play down to their readers. 
This is because in no branch of 
medicine is there need for such a close integra- 
tion as must obtain between the two sides of an 
obstetric team. Most obstetricians would admit 
that they have learned much of their trade from 
the midwives who guided them in their early 
days. The book may for this reason be com- 
mended, not only to pupil midwives, but also 
to those men who undertake domiciliary mid- 
wifery, perhaps to preparing 
themselves for the higher diplomas. Detailed 
criticism is uncalled for, although a little more 
might have been said about postmaturity, a 


important, 


even those 
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problem which bothers both midwives and 


doctors in practice. 


General Endocrinology, by C. Donnell Turner, 
PH.D., in its second edition (W. B. Saunders Co., 
56s.), is a textbook of endocrinology written 
from an unusual angle, that of the biologist. It 
therefore contains material with which the 
majority of readers of endocrine textbooks are 
unfamiliar, but which may be 
both interesting and important. Such examples 
neurosecretory 


nevertheless 
are the description of the 
mechanism which leads to the production of 
the ‘growth and development’ hormone and 
its antagonist the ‘juvenile’ hormone, control- 
ling metamorphosis in insects; the enumeration 
of the ‘chromatophorotrophins’ which regulate 
the integumentary cells and the 
migration of eye pigments in crustacea; and a 
most valuable chapter on the biology of sex and 
reproduction. Some sections, however, and 
those which clinical 
endocrinology, are not so authoritative. This 
book cannot be recommended to the medical 
student or the practitioner as his only textbook 
of endocrinology, but it will provide the 
trained endocrinologist with fundamental bio- 
logical information which he would not find 
it easy to obtain from other sources. 


pigment 


especially impinge on 


Textbook of Orthopaedic Medicine. Volume II, 
Treatment by Manipulation and Massage, by 
James Cyriax, M.D., M.R.C.P., in its fifth edition 
(Cassell & Co. Ltd., 21s.) is a manual for the 
instruction of physiotherapy students. It deals 
also with the technique of ‘deep friction’. By a 
series of 112 full-page photographs, excellently 
reproduced, the application of these forms of 
manual therapy in various parts of the body is 
illustrated. Opposite each plate are verbal 
instructions, and other appropriate comments. 
It appears that the Chartered Society of Physio- 
therapists has decided to include the technique 
of manipulation in the curriculum of physio- 
therapy students; and so it may be that one day 
physiotherapists will be skilled in the manceuvres 
of the osteopath. Whether doctors will refer 
patients to them will depend upon their own 
knowledge of the subject, and they are therefore 
recommended to read this book, and see what 
it is proposed to teach the physiotherapist of 
the future. It is necessary to add a warning that 
many of the author’s assertions are not generally 
accepted. 











The contents of the March issue, which will contain a 
symposium on ‘Cardiovascular Disease’ will be found 
on page civ at the end of the advertisement section. 





Notes and Preparations, see page 231 
Fifty Years Ago, see page 235 
Motoring Notes see page |xxxvii 











ANNOUNCEMENTS LXXIX 


EXKKNMAMAMM IN 
A TRUE SOLUTION OF 


WATER-SOLUBLE-HYDROCORTISONE 
IN A WATER-MISCIBLE VEHICLE 


(Not a dispersion of undissolved microcrystals) 


Ts 


SAFETY Sensitizers and irritants carefully avoided, 
especially propylene glycol. 


ACTIVITY Rapidity of action increased by molecular 
; division o f hormone. 


ECONOMY Extensive spreading ; complete absorption 
by wet as well as dry surfaces. 


eather 


H.cortisyt 


SKIN OINTMENT & SKIN LOTION 


Tubes of 5 & I5G. ointment 1° & 2.5% 
Plastic bottles of 20ml. lotion $% & 1% 
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NEW anrTipeEPRESSIVE 


Ritalin 


phenyl-(a-piperidyl )-acetic acid methyl ester hydrochloride 











AN ENTIRELY NEW CENTRAL STIMULANT 


FOR GENERAL DEBILITY 
MENTAL AND PHYSICAL FATIGUE 
POST-INFLUENZAL DEPRESSION CONVALESCENCE 


Not an amphetamine derivative No pressor activity 


Does not impair appetite nor produce agitation 


Available in tablets of 10 mg. in bottles of 25, 100 and 500 


Coie 


Ritalin’ is a registered trade mark. Registered user 
CIBA LABORATORIES LIMITED, HORSHAM, SUSSEX 


Telephone: Horsham 4921. Telegrams: Cibalabs, Horsham 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘ACHROMYCIN Syrup’ is cherry flavoured and is 
intended for the treatment of children and those 
adults who find difficulty in swallowing tablets 
or capsules. Each teaspoonful (5 ml.) contains 
tetracycline equivalent to tetracycline hydro- 
chloride, 125 mg., methylparaben, 0.08%, pro- 
pylparaben, 0.02%, and alcohol, 1%. Issued in 
bottles containing 2 fluid ounces (57 ml.). 
(Lederle Laboratories Division, Cyanamid Pro- 
ducts Ltd., Bush House, London, W.C.z.) 


“Raricav’ tablets (ferrous calcium citrate with 
tricalcium citrate) ‘provide an improved source 
of iron and calcium for addition to the diet of 
the anemic, pregnant, or aged patient whenever 
such therapy is indicated’. Issued in bottles of 
5°, 100 and 1000 uncoated, tasteless white 
tablets, each containing 25 mg. of iron and 85 
mg. of calcium. (Ortho Pharmaceutical Limited, 
Lane End, High Wycombe, Bucks.) 


“Tace’ brand chlorotrianisene ‘differs from con- 
ventional estrogens in that following oral 
administration it is stored in the body fat and is 
subsequently gradually released in a manner 
resembling natural hormone secretion’. It is 
indicated for prostatic carcinoma, the meno- 
pausal syndrome, suppression of lactation, and 
for acne and other conditions in which cestrogen 
therapy is required. Available in bottles of 60 
and 300 capsules, each containing 12 mg. of 
chlorotrianisene. (Riker Laboratories Ltd., 
Morley Street, Loughborough, Leicestershire.) 


PHARMACEUTICAL NOTE 
IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD. 
announce that their preparation ‘mysoline’ 
(primidone B.P.) is now available as an oral 
suspension as well as in tablet form. Each fluid 
drachm (3.5 ml.) contains 0.25 g. of ‘mysoline’ 
(i.e. equivalent to one tablet), and is especially 
suitable for children. Issued in bottles of 100 and 
500 ml. (Fulshaw Hall, Wilmslow, Manchester.) 

NEW APPARATUS 

Tue ‘NewTron Victor Mosite DiaGnostic 
X-ray Unit’ has been designed for ‘rapid 
radiography of non-ambulant patients. The high 
power output of the unit makes it particularly 
suitable for bedside radiography’. Two models 
are available: the 100/90 model, which has an 
output of 100 milliamperes at 90 kVp, and the 
60/90 model, which has an output of 60 milli- 
amperes at 90 kVp. The former is fitted with a 
single focus rotating anode tube, and the latter 
with a single focus stationary anode tube. 
(Metropolitan-Vickers Electrical Co. Ltd., Traf- 
ford Park, Manchester 17.) 


FORTHCOMING CONFERENCE 

Tue first Jnternational Symposium on Venereal 
Diseases and the Treponematoses will be held at 
the Statler Hotel, Washington, D.C., from May 
28 to June 1, 1956, inclusive. It will be sponsored 
by the Public Health Service, U.S. Department 
of Health, Education and Welfare, and the 
World Health Organization. Further details 
may be obtained from Dr. C. A. Smith, Division 
of Special Health Services, Public Health Ser- 
vice, Department of Health, Education and 
Welfare, Washington 25, D.C., U.S.A. 


MEDICAL EXHIBITION 
THE organizers of the London Medical Exhi- 
bition announce that their annual regional 
exhibition will be held in the City Hall, Cardiff, 
from May 7 to 11. 


BRITISH PSYCHO-ANALYTICAL 
SOCIETY 
IN connexion with the centenary of the birth 
of Sigmund Freud, which falls on May 6, the 
British Psycho-Analytical Society has planned a 
series of six public lectures to take place in April 
and May. Tickets (4s. per lecture, or 215. for the 
series) and further details can be obtained from 
The Administrative Secretary, British Psycho- 
Analytical Society, 63 New Cavendish Street, 
London, W.1. 
INSTITUTE OF ALMONERS 

THE annual report of the Institute of Almoners 
for 1954-55 contains a teview of the progress 
that has been made during the last ten years. 
In 1945 there were 800 practising almoners. 
Now there are 1,126: of these, 1,007 are em- 
ployed in hospitals and 61 in public health de- 
partments. In all, 496 hospital authorities and 
38 local health authorities employ almoners. Ten 
years ago the only available course of training 
for almoners was that run by the Institute. 
Now, in addition, there is a course in medical 
social work at Edinburgh University and one in 
applied social studies at the London School of 
Economics. The training course of the Institute 
lasts three years. It is a full-time course, and 
students must be at least 21 years of age when 
they start training. Full details can be obtained 
from the Institute of Almoners, 42 Bedford 
Square, London, W.C.1. 


COMMON COLD RESEARCH UNIT 
Tue Common Cold Research Unit at Harvard 
Hospital, Salisbury, is again appealing for volun- 
teers to spend ten days at the Unit as ‘human 
guinea-pigs’. Since the Unit was founded nine 
years ago, 4,519 volunteers (including 2,402 
women) have participated in this long-term in- 
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vestigation into the cause of the common cold. 
Volunteers should be between 18 and 45 years 
of age and in normal health. Full details can be 
obtained from The Medical Director, Common 
Cold Research Unit, Harvard Hospital, 
Salisbury. 


A NORWEGIAN CELEBRATION 
Tue December 1955 issue of Tidsskrift for Den 
Norske Legeforening, the journal of the Nor- 
wegian Medical Association, is a special number 
published to commemorate the 75th anniversary 
of its foundation. It is a handsomely produced 
issue devoted largely to the history of medicine 
in Norway during the last three-quarters of a 
century. The editor, Dr. Jens Bj ¢érneboe, is to 
be congratulated on this notable production, 
which augurs well for the continued success of a 
journal which is much esteemed in this country. 


CLEANER FOOD 

SrrRIcTER control of food production will be 
attained by new food hygiene regulations which 
came into force on January 1. Sinks and wash- 
basins are now compulsory in food premises and 
these must have a constant hot water supply if 
this is reasonably practicable. Food handlers 
must keep all parts of their person or clothing 
(including overalls) as clean as may be reason- 
ably practicable, and keep any cut or abrasion 
covered with a suitable waterproof dressing. 
Smoking or the use of tobacco while handling 
food is forbidden. Spitting, too, is forbidden. 
Newspaper is not to be used (except as an outet 
wrapper) for wrapping up food other than 
uncooked vegetables. 


THE ELDERLY IN INDUSTRY 

One of the many interesting features in the 
Annual Report of the Chief Inspector of Fac- 
tories for 1954 is the tribute to the important 
part in industry played by older workers. Thus, 
in the cotton industry there is still a number of 
men over 70 who start work at 6 a.m. or 7 a.m., 
whilst among the herring curers at Lowestoft 
and Yarmouth are two ladies of over 80. As the 
Chief Inspector comments: ‘Knowing the ex- 
posed conditions under which the herring curing 
is carried on, one could not but admire their 
pluck’. In many trades in which the accident 
risk is high it is the senior hand, often over 60, 
who takes over from the younger men in an 
emergency when the risk is greatest, and many 
accidents are avoided by the willingness of these 
senior workers to take over. 

The increasing importance of the elderly in 
the life of the community is also exemplified by 
two recent placements by appointments officers 
of the Ministry of Labour. One was of a man 
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aged 69 who was appointed as assistant executive 
in the export department of a London store. 
The other was of a man, aged 67, as an inter- 
preter in a Government department. Both were 
full-time appointments. 


SCOTLAND'S OLDEST PHARMACY 
Many visitors to Edinburgh, on their way to or 
from the Castle, must have noticed the pharmacy 
at 463 Lawnmarket which claimed to be the 
‘oldest chemist business in Scotland. Estab- 
lished 1700’. The available records support this 
claim. The Lawnmarket, however, is not the 
teeming centre of population it once was, and 
slum clearance schemes have moved most of the 
surrounding population to housing estates else- 
where in the city. The short, if intensive, tourist 
season is not sufficient to compensate for the 
loss of local business, and the pharmacy has 
now been closed. Thus, is yet another link 
severed with the old days of Edinburgh’s 
renown. 

A GENEROUS GESTURE 
IN a recent issue of the Guy's Hospital Gazette, 
the clerk to the Governors of the Hospital re- 
counts an episode which, whilst of primary 
interest to Guy’s men, is deserving of a wider 
publicity. In 1897, a lad of 16 was admitted to 
Guy’s Hospital on account of a compound frac- 
ture of the right femur, the result of being run 
over by a horse-drawn tram. Four months later 
he was discharged ‘cured’ and had no further 
trouble with the leg. In 1900, he emigrated to 
the United States where he became a successful 
business man. In October last year he called on 
the clerk to the Governors to inform him that 
he had created a trust whereby after his death 
and the death of a near relative the Hospital 
would receive the income from a substantial 
holding (about $60,000) of ordinary stock in the 
General Motors Corporation of America. This 
he described as his thankoffering for the services 
rendered to him fifty-eight years ago when he 
was not in a position to make any contribution. 


PEPTIC ULCER MORTALITY 
A Wor.p Health Organization review of the 
mortality from peptic ulcer shows that in 
1951-53 this ranged from 3.2 per 100,000 
population in France to 20.1 in Japan. The 
figure for England and Wales was 12.2, whilst 
that for the United States was 5.7. In most 
countries gastric ulcer had a higher mortality 
rate than duodenal ulcer, but there were con- 
siderable variations from country to country. 
Thus, in France 89% of the deaths from peptic 
ulcer were due to a gastric ulcer, compared 
with 48% in England and Wales and 51% in 


CONTINVED ON PAGE 233 
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coaxing calm from climax... 


lo achieve calm is sometimes to cure and often to make amenable to treatment 


Calm must be coaxed from a climax which is spasm and is pain But not 
at the expense of the patient’s comfort nor at the risk ol his person. The modern 


approach to calm in conditions of spasm is Buscopan 

BUSCOPAN to Promote the healing of gastric ulcer. Hasten cervical dilatation in labour 
Differentiate between a spasmodic and an organic obstruction. Overcome 
spastic dysmenorrhoea. Relieve pain associated with renal lithiasis or biliary 
colic 


QUICKL Y—-SAFEL Y—EFFECTIVELY 






ie Paes > * 
 “OBUSCOPAN 
fe 

. Brand of Hyoscine — N — Buty!bromide 


Buscopan is manufactured and distributed in England by Pfizer Lid., for 


C. H. Boehringer Sohn, Ingelheim am Rhein, 


Registered Proprietors of the trade mark *Regd. Trade Mark 
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night 


cough 


To control night coughing which so 
frequently interrupts the patient's sleep 
and that of other members of the 
family too—many physicians prescribe 
Abbott’s widely accepted speciality Syrup 

Calcidrine. Combining, as it does, the 
expectorant effect of iodine, the sedative 
action of Nembutal and Codeine and the 
antispasmodic action of Nembutal and 


Ephedrine, this palatable preparation can 





be used in the treatment of bronchial 


infections with troublesome night cough 





SYRUP CALCIDRINE is supplied in 4 fi. oz. 
Symptomatic relief will be obtained in those bottles. Each fluid ounce contains : 
cases of acute and subacute bronchial 
Calcium lodide, B.P« 1934 7 or 
infections, especially where night cough Ephedrine Hydrochloride, B.P oo 
persists. Considerable success has been Codeine Sulphate, B.P.C., 1934 ior 
obtained by the prescription of Sv rup Nembutal (Pentobarbitone Sodium, B.P tor 
. 4icohol, B.P. 28 mir 
Calcidrine to relieve spasms 
Syrup of Tolu, B.P 36 mir 
in whooping cough. 


Syrup of Wild Cher 


USUAL ADULT DOSE 


2 ‘n 1 or 2 teaspoonfuls every 2 to 4 hours 
Syrup Calcidrine 


Children's dose in proportion to weight. 
REGD 


ABBOTT LABORATORIES LTD - PERIVALE . GREENFORD - MIDOX. Offott 














NOTES 


the United States. There is much more agree- 
ment in the figures showing the mortality rates 
in the two sexes. Taken all over, the relative 
proportion is 3 or 4 men to one woman. Out 
of every 100 people dying of gastric ulcer, in 
Italy there were 83 men and 17 women, in 
England and Wales 70 men and 30 women, and 
in the United States 72 men and 28 women. 
The comparable figures for duodenal ulcer are: 
88 men and 12 women in Italy, 84 men and 
16 women in England and Wales, and 83 men 
and 17 women in the United States. 


A POTATO PROBLEM 
Tue life of an M.O.H. is seldom dull. In his 
annual report for 1954, Dr. G. Wyn Roberts, 
medical officer of health for Flintshire, reports 
that during the year he received complaints that 
potatoes in his area developed a ‘moth-ball 
flavour’ when cooked. The public analyst found 
them to be quite wholesome, but apparently 
‘potatoes which have been planted in fields 
recently treated with certain insecticides will 
sometimes give a naphthalene flavour on being 
cooked’. * 
DENTAL WISDOM 

‘Ir is many years since dental health propa- 
gandists discarded the slogan, “Clean Teeth 
Don’t Decay’’. Every modern schoolboy knows 
they do, with distressing regularity, every three 
months, and practitioners who offer their 
patients hope of immunity from bur and 
amalgam as a reward for assiduous brushing 
are laying themselves open to some pretty 
caustic criticism. Though civilized and cultured 
people are expected to pay their proper respects 
to Hygeia, they cannot expect her to work 
miracles for them; neither should they place 
superstitious faith in shibboleths and amulets. 
Cleanliness being next to godliness, it is at 
least expedient to be clean; but we will be 
doing the public a disservice, while discrediting 
ourselves, if our teaching confuses decent habits 
of tooth-washing with scientifically proved pre- 
vention’. Mr. Edward Samson, F.p.s. (British 
Dental Journal, 1955, 99, 347-) 


A VERSATILE GRANDMOTHER 
THERE cannot be many women of 55 who can 
act as efficient wet nurses to their grandchildren 
in the way reported by Margaret Barlow and 
B. M. A. Buchan (S. Afr. med. J., 1955, 29, 
976). A native woman, aged about 55 years, 
brought her 2-months-old grandchild for advice 
on feeding as the child’s mother (the grand- 
mother’s daughter-in-law) had run away. Three 
months later she returned with a thriving infant, 
and it was noticed that she was breast feeding 
the child. Her story was that, as the child had 
not thrived on bottle feeding, she had decided 
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to breast feed him. For the first month she only 
secreted a watery solution, but subsequently 
began to lactate and the child suckled well. 
The woman’s youngest child at the time was 
ten years old, and therefore she had not suckled 
any child for at least eight years. 


A NEW PATRON SAINT 

St. JaNuarius has been selected by the com- 
mittee on technology of the Catholic Hospital 
Association of the United States and Canada as 
the patron saint of blood-bank services. The 
grounds for this selection are that it is claimed 
that a vial of the blood of St. Januarius, which 
is preserved in the cathedral at Naples and is 
normally a solid mass, becomes a liquid and red 
in colour annually on his feast day. 


A WASHING MACHINE HAZARD 
WASHING machine wringer injuries appear to 
be among the major hazards of childhood in the 
United States. According to J. Vernon Luck 
and R. Maddux, of Los Angeles (GP, Novem- 
ber 1955, 12, 87), such injuries reach a peak 
between the ages of 2 and 3 years. In a series 
of 295 such injuries, 80°, were under the age 
of 5 years. 

PUBLICATIONS 

The Pocket Prescriber, by Alistair G. Cruik- 
shank, F.R.C.P.ED., has now reached its sixteenth 
edition. It remains the most compact (4 inches 
by 2 inches), most concise and most useful book 
of its kind. No young practitioner can afford to 
be without it, and there are few of his more 
senior colleagues who will not find it of use on 
occasions. This is the art of concentfation in 
excelsis. (E. & S. Livingstone Ltd., price 5s.) 


‘The Compend’, by W. Hetherington, F.pP.s., 
chief pharmacist to the Bristol General Hospital, 
contains details of approximately 2,500 pro- 
prietary preparations in current use. The in- 
formation is based upon that supplied by the 
manufacturers. It also includes a list of the 
British Pharmacope@ia Commission ‘approved 
names’, and a ‘therapeutic index’. The latter is 
not a success and should be excluded from future 
editions. This is a most useful compilation, but 
the price will militate against the widespread 
distribution which it deserves. (John Wright & 
Sons Ltd., price 32s. 6d.) 

The Aetiology of Epidemic Infantile Gastro- 
enteritis, by J. Smith, M.D., D.SC., F-.R.C.P., 
D.P.H.—The author considers in detail the 
present classification of E. coli, with particular 
reference to gastroenteritis. During 1947, Aber- 
deen was hit by a severe epidemic of infantile 
gastroenteritis. The author played the leading 
part in the study of this outbreak, and the epi- 
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demiological, clinical, pathological and bacterio- 
logical features are fully and lucidly described. 

Whilst tests for the presence of agglutinins 
in the sera of patients are in many instances un- 
satisfactory, such tests lend support to the 
etiological significance of these organisms in the 
disease. Twenty-four strains of these particular 
E. coli have been tested for sensitivity to various 
antibiotics. The most inhibitory antibiotic is 
oxytetracycline but even this antibiotic is not 
completely bactericidal in any concentration 
after twenty-four hours’ incubation. Although 
clinically the various antibiotics tried appear to 
have no influence in reducing the period of in- 
fectivity, when compared with untreated con- 
trols, it is suggested that by inhibiting the 
multiplication of the particular E. coli some limit 
to the spread of cross-infection must be achieved. 

This easily readable booklet, with its fair, 
critical and balanced review of an important 
disease, can be confidently recommended to 
every doctor who may be called upon to treat 
what, at times, can be a devastating disease. 
(The Royal College of Physicians of Edinburgh.) 
The Boke of Children, by Thomas Phaire, 
originally published in 1545, was the first book 
on pediatrics ever written in English. Professor 
A. V. Neale and Dr. H. R. E. Wallis, and the 
publishers, are to be congratulated on their 
enterprise in making it available to the reader of 
today. This is an exact copy of the second edition 
of the book, published in 1553. It makes delight- 
ful reading and will appeal, not only to pxdia- 
tricians, but to all who are interested in the 
history of medicine. (E. & S. Livingstone Ltd., 
price 7s. 6d.) 


One in Six, by I. Hieger, p.sc.—No-one could 
be more fitted than Dr. Hieger, of the Chester 
Beatty Research Institute, for the task of 
presenting to the layman an exact statement of 
the present knowledge of cancer. After dealing 
interestingly with cancer statistics, he describes 
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tumour transplantation, modes of transmission, 
relations to occupation, genetics, hormones, 
milk factors and ageing. Carcinogens are 
described, and the important problem of the 
relation of cancer to smoking and smoke is 
clearly discussed. The final chapter describes the 
important theories put forward to explain the 
origin and development of cancer. A glossary of 
technical words and some excellent illustrations 
make the book interesting to the layman and a 
source of inspiration to the doctor looking for 
lecture material. (Allan Wingate (Publishers) 
Ltd., price 12s. 6d.) 


Cancer and Allied Diseases, by Ronald W. 
Raven, 0.B.E., F.R.C.S.; Childbirth, by W. C. W. 
Nixon, M.D., F.R.C.S., F.R.C.0.G.; Diabetes, by 


G. F. Walker, M.p., M.R.c.P., are the three latest 
additions to ‘Duckworth’s modern health 
series’, which is intended to provide the layman 
with authoritative, yet simple, accounts of 
disease. (Gerald Duckworth & Co. Ltd., price 
8s. 6d. each.) 


The Story of The Bristol Hospitals Fund, by 
John Todd, commemorates the silver jubilee of 
the Bristol Hospitals Fund (Inc.), one of the 
most active of the hospitals contributory schemes 
in the country. In 1954, its income was prac- 
tically £310,000, and it paid out practically 
£195,000 in meeting 32,644 claims. (Bristol 
Hospitals Fund (Inc.), Royal London House, 
Queen Charlotte Street, Bristol, 1. Price 2s.) 


Beginners, Please, published on behalf of the 
Investors’ Chronicle, is intended to make clear in 
non-technical language both the way in which 
the Stock Exchange works and the factors which 
make for an informed policy of investment. It 
is the ideal book for the doctor, whose invest- 
ments may not be large, but who wants to ensure 
that what little money he may have is invested 
as wisely as possible. (Eyre & Spottiswoode, 
price 30s.) 


THE PRACTITIONER: 50 Years Ago. See pages 255-236 





branch of medicine. 





THE NUFFIELD FOUNDATION Medical Fellowships 


As part of its programme for the advancement of health, the Nuffield Foundation is prepared to 
award a number of fellowships to highly qualified men and women of the United Kingdom, usually 
between the ages 25 and 35, who wish to train further for teaching and research appointments in any 


Applications for awards in 1956 must be received not later than Ist May, 1956. 


The conditions of these fellowships and the application forms are obtainable from the Director, The 
Nuffield Foundation, Nuffield Lodge, Regent's Park, London, N.W.1. 


L. FARRER-BROWN, Director of the Nuffield Foundation 
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Unfettered 


Free drainage of an infected lesion is all-too-frequently 

barred by the presence of heavy exudate and clotted blood. 
Such barriers deny the access of antibacterial measures 

and hinder healing of the tissue 

VARIDASE* Streptokinase-Streptodornase Lederle liquefies 

pus and clot by immediate enzymatic solvent action, permitting 
thereby an unfettered drainage and unhindered treatment of 
the lesion. VARIDASE rapidly stimulates the natural forces 

of immunity, permits access of antibiotics and facilitates the 
healing processes. It is particularly suitable as a wet dressing 
for varicose ulcers, carbuncles, infected wounds and burns, 

etc. It is also used in conjunction with Carboxymethylcellulose 
(C.M.C.) Jelly Lederle when more prolonged contact of 


the enzymes with the affected area is required. 


VARIDASE 


STREPTOKINASE - STREPTODORNASE 


Each vial contains: Streptokinase, 100,000 units; Streptodornase, 25,000 units 
or Streptokinase, 20,000 units; Streptedornase, 5,000 units 
Carboxymethyleellulose (CMC) Jelly 4.5%, is isswed in jars of 15 c.« 


* Regd. Trade Mark 


LEDERLE LABORATORIES DIVISION 


Clederie } Cyanamid Froducls Qd wusu novse . LONDON, w.c2 
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nature’s androgen 
TESTOSTERONE BP 


without injection 


‘SUBLINGS 
TESTOSTERONE 10 mg. 


clinically effective and produce a_ 1!7-keto- 
steroid excretion rate COMPARABLE TO 
THAT FROM THE SAME DOSAGE OF 
INJECTED TESTOSTERONE PROPIONATE 


Injections *SUBLINGS" 
Testosterone Propionate B.P. TESTOSTERONE B6.P. 10 mg 
One * Subling * t.d.s. 


25 mg. daily 





"G24 RS 
ee 
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In Males 
Supplementary Therapy : 

(1) Depression and Debility in middle- 

aged males where androgen therapy is . 


indicated 1 - 2 Sublings daily 


Full Replacement Therapy : 

(2) As in Eunuchism and Eunuchoidism 
etc 1 Subling thrice daily 
In Females 

(1) Excessive Functional Uterine Bleeding 

1 - 3 Sublings daily for 3 - 4 days 


(2) Inoperable Mammary Carcinoma 


Average INCREASE in |7-ketosteroid excretion 
shown by patients treated with injections and by 
2 - 6 Sublings daily those treated with ‘SUBLINGS ' TESTOSTERONE 

(pre-treatment levels were within che accepted 


‘none | . limits of normal in all cases) 


Literature on request from 


ORGANON LABORATORIES LIMITED 
BRETTENHAM HOUSE, LANCASTER PLACE, LONDON, W.C.2 


Telephone: TEMple Bar 6785-6-7 & 0251-2 Telegrams: Menformon, Rand, London 











THE PRACTITIONER 
fifty Bears Ago 


“The preservation of health is a duty. Few seem 
conscious that there is such a thing as physical 


morality’. 


Herbert Spencer, Education, ch. 4. 


FEBRUARY 190¢ 


UNpeR the heading “The Evolution of a Health 
‘Notes by the Way’ comment on an 
S. Clouston: ‘ “A 


Conscience’, 
article in the Spectator by T 
deep feeling of duty”, he says, “is arising in 
regard to health. A conviction of health sin is 
growing, and a yearning for health righteousness 
is setting in . . . Conscience is the great monitor 
against neglected duty. A health conscience is 
being created, which, if it strengthens, will cer- 
tainly do great things for humanity . . . The city 
degeneracy problem, the house problem, the 
nurture of children problem, the heredity prob- 
lem, and the marriage of the unfit problem, 
shall be regarded as moral questions for the 
solution of which a deep responsibility is laid 
on each of us”’.’ ‘All this is true (the Editor 
agrees), but human nature being what it is, it 
is not likely that altruism will become a general 
law of human action. Nevertheless, the awaken- 
ing of the public conscience will not be 
hindered by recognition of the fact that . . . the 
evolution of the moral sense makes directly for 
the personal good of each one among us as well 
as for that of the community. It is the interest 
of the dwellers in the palace that fever should be 
stamped out in the cottage. When we try to 
strangle tuberculosis in its cradle in the slums, 
our humanitarian zeal is apt to be quickened by 
the knowledge that it is there the monster 
grows which levies such a terrible tribute of 
lives among the well-to-do’. Dr. Clouston 
believes that ‘the Press must be the chief pulpit 
for the propagation of the new gospel of health’. 
In the opinion of the Editor, however, ‘the 
Press, as a whole, does more harm than good. 
With a very few honourable exceptions, our 
newspapers care nothing for the diffusion of 
sound knowledge in regard to health; they look 
upon medical science simply as a source of 
sensational articles, in which everything is either 
false or misleading. From the pulpit of the 
cheap Press the people are taught to expect 
physical salvation, not from means of prevention, 
or treatment founded on established scientific 
work, but on “discoveries’’ which fade like un- 
substantial visions at the touch of light, or on 
“systems” of diet, exercise, vibration, or what 
not, which have their day and cease to be. 
Indeed, the thing that is perhaps most urgently 


wanted is the development of a health con- 
science in the Press’. Sir Thomas Smith 
Clouston, M.D., F.R.C.P.Ed. (1840-1915), was 
for many years Physician Superintendent of the 
Royal Asylum, Morningside, Edinburgh. He 
was knighted in 1911 

At the Tuberculosis Congress held at Paris 
in October 1905, Dr. F. de Backer asserted that 
‘the only cure for consumption 1s fattening up 
. . We gather that it is to the cattle 


than to the doctor, that we 


the patient. . 
breeder, rather 





F.R.C.S. 


George Grey Turner, M.S., LL.D., 
(1877-1951) 


should apply in order to learn how to fatten 
consumptives The three features in the 
absolute rest for lungs and 


system are 
“compulsory chas- 


muscles, overfeeding, and 
tity’. Clearly, however, it is not so much in 
the compulsory chastitity as in the removal of 
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the testicles that the virtue of the plan resides. 

. If this eure establishes itself in professional 
favour, a new and highly promising territory 
will be opened to the enterprise of the surgeon. 
Consumption is one of the few spots on the 
map of disease that surgery in its march of 
conquest has left to medicine. Is that too to 
be taken from it by the ruthless invader?’ 

Mark Twain's seventieth birthday was cele- 
brated on November 30th ‘with the solemn 
absorption of food which with the Anglo-Saxon 
people has taken the place of religious ritual’. 
Responding to the toast of his health, ‘the 
famous humourist revealed to his hearers the 
secret of his longevity. ‘‘Since forty’’, he said, 
“TI have been regular about going to bed and 
getting up—I have made it a rule to go to bed 
when there was not anyone left to sit up with; 
and I have made it a rule to get up when I had 
to . . . last spring I stopped frolicking with 
mince-pie after midnight. . . . I have made it a 
rule never to smoke more than one cigar at a 
time” ’. 

In his article ‘On Foreign Bodies in the 
Uterus’ J. B. Hellier, M.D., of Leeds lists 
among the objects found in the womb hair-pins, 
crochet-hooks, broken’ glass, goose-quills, 
leeches, tapeworms, an indiarubber ball, a 
peruke, a diamond, and a pipe-stem. 


G. Grey Turner, M.S., F.R.C.S., Surgical 
Registrar, Royal Infirmary, Newcastle upon 
Tyne, discussing ‘Some Aspects of Pelvic 


has more than 


Es writes that he 
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once seen a pelvic abscess emptied during an 
attack of diarrhoea, looseness of the bowels being 
“Nature’s effort to rid herself of the pus’. George 
Grey Turner was born in 1877, studied medicine 
at Newcastle upon Tyne and at King’s College 
Hospital, London, and obtained the M.S. in 
1901 and the F.R.C.S. in 1903. In 1927 he 
was appointed professor of surgery in the Uni- 
versity of Durham and in 1934 professor of 
surgery at the newly opened British Postgraduate 
Hospital Medical School. An inspiring teacher, 
a pioneer in this country in the surgery of cancer 
of the ceesophagus, and a prolific writer, he was 
respected and loved by surgeons throughout the 
world. 

In the experience of Belin and Salomon 
(‘Notes from Foreign Journals’) xylol given in- 
ternally in wine or milk reduces the mortality of 
smallpox from 37 to 12.3 per cent., shrivels up 
the pustules, and prevents the disfigurement of 
the patient. 

Among the books reviewed this month are 
E. Hurry Fenwick’s ‘A Handbook of Clinical 
Electric Cystoscopy’; W. J. Simpson’s “The 
Maintenance of Health in the Tropics’; and 
Cecil Leaf’s “The Diagnosis and Treatment of 
some of the Common Diseases of the Rectum 
and Anus’. 

‘Novelties and Notices’ suggest that if any 
reader of The Practitioner has not received 
Messrs. Scott and Bowne’s ‘neat, compact little 
diary’, a postcard ‘will produce the desired 
effect’. W.R. B. 





ST. ANDREWS ‘HOSPITAL, ‘NORTHAMPTON 


FOR + RVOU +m po en ce DISORDERS 
~Tue EARL SPENCER 
Medical Superintendent— THOMAS TENNEN” Tr, M.D., F.R.C.P., D.P.H., D.P.M 

This Registered Hospital is situated in 130 acres of park and pleasure grounds. Voluntary patients, who are 
suffering from inci ame mental! disorders, or who wish to prevent recurrent attacks of mental trouble; temporary 
atients, and certified patients of both sexes are received for treatment. Careful clinical, biochemical, bacterw- 
— and pathological examinations. Private rooms with special nurses, male or female, in the Hospital or 

in one of the numerous villas in the grounds of the various branches can be provided. 


WANTAGE HOUSE 


This is a Reception Hos: copie in detached grounds with a separate entrance, to which patients can be 
dmitted. It is eq with al] the apparatus for the complete investigation and treatment of Menta! and 
Nervous Disorders by the most modern me ; insulin treatment is available for suitable cases. It contains 
special departments for hydrotherapy by various methods, including Turkish and Russian baths, the prolonged 
immersion bath, Vichy uche, Scotch a Electrical baths, Plombiéres treatment, &c. There is an 

jung Theatre, a Dental Surgery, an — Room, an Ultra-Violet Apparatus, and a Department = 
Diathermy and High-F requency treatment. contains Laboratories for biochemical, bacteriological, 
pathological research. Psychotherapeutic BT is employed when indicated. 


MOULTON PARK 


Two miles from the Main Hospital there ase several branch ery and villas situated in a park and 
farm of 650 acres. Milk, meat fruit, and v are pital from the farm, gardens, and 
orchards of Moulton Park. Occupational therapy is « feature of this t branch, and patients are given every facility 
for occupying themseives in farming, gardening, and fruit-growing. 


BRYN-Y-NEUVADD HALL 


The seaside house of St. Andrews Hospital is beautifully situated in a Park of 330 acres, at Lilanfairfechan 
amidst the finest scenery in North Wales. On the north-west side of the Estate a mile of sea coast forms the 
boundary. Patients may visit this branch for a short seaside change, or for longer periods. The Hospital has 
its own private bathing house on the seashore. There is trout fishing in the park. 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for handicrafts, such as carpentry, &c. 

For terms and er particulars apply to the Medical Super t (Tel 

Northampton), who can be seen in London by appointment. 
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SEARLE 


introduces the 


corrective of choice 


for constipation 





* Metamuc Powder contains the 

highly refined mucilloid of Plantago ovata 
seed with dextrose as dispersing agent. 
Designed to be taken with a full glass of 
liquid, the resultant soft, bland mass of 


inert, lubricating bulk mixes 


intimately 
with the intestinal contents and extends 
evenly throughout the digestive tract 
gently initiating retlex peristatsis 
without irritation or straining. 
Metamucil *’ is, therefore, the corrective 
of choice for all age groups, including 


children, the aged, and those chronic ally ill 


SEARLE 


Metamucil” - 
POWDER 


the bland, demulcent, bulk — 
corrective for promoting normal 
peristalsis and preventing 


Constipation 





SEARLE 


Note Nen lddress : 


c.v. SEARLE « co., cto. 
83, Crawford Street 
London, W.1 


Telephone : Paddington 4034 





associated conditio such as mucous 4 
ulcerative « cer, haen 
after anorectal , and diverticul 
Metamucil "” is of great value during 
pregnancy. The tumblerful of prepares 
Metamucil *’ may be followed by an 
additional glass of water or other cool | 
if additional liquid is indicated for the 
individual patient. Metamucil "” is 


available in container f 4 and 


Literature on reque 
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Firestone 


Experience Counts - 


27 Factories throughout the world. FirestOMe total sales exceed £1,000,000 per day. 
















Sind 


(ALL SEASON) 


TYRES 
on rear wheels 


help the doctor > Grip in mud, slush and snow 
o Non-skid safety on wet 


An urgent call in the night. Snow on the 
roads. Treacherous driving. That’s when and greasy roads 
doctors and others to whom a car is essen- Y Smooth riding and quiet 

tial can depend on the sure safe grip of - Long, trouble-free mileage 
Firestone Town & Country Tyres. uw All-season motoring 


* For front wheels fit Firestone De Luxe * TUBELESS OR TUBED 








Firestone Tubeless Tyres have been proved in service since 1951 and 
production today exceeds 1,500,000 per month. 





Firestone ryvres — consistently good 











MOTORING NOTES 


Answers to Readers 


By ROBERT NEIL 


Wuen ‘Motoring Notes’ were started in The 
Practitioner 1 had the that the 
average practitioner's interest in his motor car 


impression 


was confined to its usefulness in his profession, 
but the wide range covered by readers’ queries 
suggests that some readers at least are interested 
in their cars as motor cars. | think it might be 
of interest to other readers to publish a selection 
and my answers to them. 


of these queries 


UPPER CYLINDER 

I have heard very conflicting statements regarding 

the value, or of using upper cvlinder 
lubricant in the petrol. Could you give a ruling? 

It is now generally agreed that most cylinder 


LUBRICANT 


otherwise, 


wear occurs during the first few moments after 
starting an engine from cold, and the necessarily 
small amount of lubricant which can be passed 
in to the cylinder with the fuel 1s not sufficient 
to prevent the wear caused by corrosion. Con- 
versely, the amount passed with the fuel, once 
the engine has warmed up, is consumed imme- 
diately, with the result that it gives no benefit. 
What is required is a fairly large charge of oil 
as the engine is being started, and none at all 
later. There is a device on the market which 
meters oil in to the engine, with an automatic 
control so that a charge of oil is supplied only 
after the has stationary for a 
minimum of two hours, by 


engine been 
which time it 1s, 


of course, cold. 
CHANGING TYRES 


What is the best method of changing the 
round to equalize wear? I have heard that this will 


tyres 
extend their life. 

There are three different methods, but the 
first method—changing straight from front to 


rear—should not be used. It is better if the 


FRONT 


\/ 
°,s mer ie 
a 


4 ’ \ 
REAR REAR 
\ of 
Seal 


Fic. 1.—Illustrating three methods of moving the wheels 
round to equalize wear. The best method is that in 
the middle, and the next best that to the right 


~ 


REAR 


front and rear wheels are changed diagonally 
across the car, but the best method is to com- 
bine a diagonal movement with the use of the 


spare wheel (fig. 1). 


WORK 
and 


PRESERVING THE BODY 
I have no find it 
necessary to park it in the street overnight. Could 


I might help to preserve the 


garage for my new car, 


you suggest hor 


finish? 

Assuming that your car has already covered 
some mileage it will almost certainly have a 
coating of dirt, and this must be removed 


thoroughly before going further. The car should 
first be washed in the normal manner, and then 
with many proprietary 
cleaners. After this it should be processed with 
a good wax polish, of which there are a few on 
wax 


cleaned one of the 


the market. The manufacturers of these 
polishes also market cleaners which can be used 
to prepare the surface. There is no completely 
satisfactory method of protecting the chromium 
plating, and it will be necessary to wipe this 
A damp 


this 


down thoroughly at every opportunity 
chamois leather is the best material for 
purpose. 
CHANGING CARS 

I run a medium-priced saloon car in my practice, 
and expect to do an annual mileage of approxi- 
mately 25,000 At what intervals do you 
consider I should change to a new car? 

With an annual mileage of 25,000 you will 
almost certainly be on to a second set of tyres, 
and shortly after such a mileage on the average 
flow-production car the necessity for major 
inspection, or repair, will arise. In view of the 
mileage you mention it occurs to me that some 
proportion of it must be pleasure motoring, and 
for this reason the questions of depreciation and 
income-tax rebate must be considered seriously. 
You should consult your accountant about the 
financial aspect, but on the mileage you men- 
tion, changing your car annually is best 


miles. 


CHANGING WHEELS 
Recently I experienced great difficulty in removing 
the wheel nuts when my car suffered a puncture, 
and I would be pleased if you could explain 
which I have heard mentioned—of in- 
wheelbrace in such 


methods 
creasing the 
circumstances. 
The first thing to try is holding the extremity 
of the wheelbrace in hand and, while 


leverage of a 


one 
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retaining this grip, to stand on the central 
portion of the brace. This is a rather acrobatic 
feat, but will usually move the nut. If this fails, 
two spanners can be wedged across the loop of 


SW (i Wor + \ 
f a SA rT - 





Fic. 2.—A method by which the leverage of a wheel 
brace can be increased considerably, to remove a 
stubborn wheel nut. 


the brace, so as to extend the leverage available. 
This is made clear in fig. 2. To avoid this 
trouble both wheel nuts and wheel studs should 
be cleaned occasionally—particularly before the 
winter—and lubricated with some ordinary en- 
gine oil. This should prevent subsequent 
jamming. 

FOG LAMPS 
As the district in which I do most of my motoring 
is a very foggy one I would be glad to know which 
you consider the best fog lamp. 

Great care should be taken in buying a fog 
lamp, as not all the lamps so described are 
suitable for severe conditions. (This reader has 
received suggestions direct.) The only lamp 
which is effective in fog is one with a very 
sharp cut-off: i.e. one on which all upward rays 
are eliminated. To get the best from a fog 
lamp it is essential that it should be set so that 
the beam passes as much as possible beneath 
the fog, thus allowing any obstruction to be 
seen as a silhouette. Any attempt to see farther 
by tilting the light upwards will merely cause 
back glare, as will also occur on any light which 
has not a clearly defined cut-off. Apart from a 
purely fog lamp there are one or two special 
long-range lamps, which have a narrow pencil- 
like beam, and if these are carefully adjusted to 
shine along the nearside verge, higher speeds 
can be maintained in light fog. 


CHOICE OF PETROL 
I have been told by friends that my present habit 
of using premium grade petrol in my small mass- 
produced car is unnecessary. Could you clarify 
the subject? 

From personal experience with the car you 
run, I can confirm that there is no necessity to 
use premium grade fuel. (This reader’s car is 
one of the few still using a side-by-side valve 
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engine.) During a test I carried out on this car 
I obtained a fuel consumption of approximately 
35 m.p.g. while using lower grade fuel. On a 
purely financial basis this is equivalent to ob- 
taining around 40 m.p.g. on premium grade 
fuel, and it is most unlikely that this latter 
figure could be obtained in the conditions under 
which your car is worked. I am confident that 
you will find that your car will operate as 
efficiently on the lower priced petrol. 


MULTIGRADE OILS 
Is the use of the more expensive multigrade oils 
now on the market justifiable in my car, which is 
used almost entirely in my practice? 

The principal benefit of the new multigrade 
oils is that, whilst they are much more fluid at 
low temperatures, and therefore assist easy 
starting, they give full protection at the highest 
working temperatures. This makes them 
especially suitable for use in a practitioner's car, 
which has to be restarted at frequent intervals. 
Once a multigrade oil is being used an oil of 
more normal type should not be used for 
topping-up, as the two different types are not 
compatible. There is one other proviso. A 
multigrade oil should not be used in an engine 
which is already badly worn or in a bad me- 
chanical condition, for the simple reason that 
the general slackness of the engine will allow 
the oil consumption to increase sharply. 


HOLDING THE STEERING WHEEI 

When driving I am in the habit of resting my 
hands on the spokes of the steering wheel. An 
enthusiastic nephew tells me this is quite wrong, 
and that no good driver would hold the wheel in 
this manner. Could you explain, or contradict? 

Your nephew is correct. It is a very bad 
practice to hold the spokes of the steering 
wheel, for the following reasons. If the hands 
are in that position it is only possible to move the 
wheel a limited amount in an emergency, and 
the time wasted in changing the position of 
hands could easily be vitally important. The 
steering wheel should be held with the two 
hands at ‘3 o’clock’ and ‘g o’clock’, or slightly 
below those positions, at ‘twenty past eight’. 
With the steering wheel held in this manner, it 
is possible in an emergency to turn the steering 
half a turn, without having to disturb the posi- 
tion of the hands. There is the added advantage 
that gentle curves can be taken very fast and 
with minimum effort, with the position of the 
hands automatically guiding one back to the 
normal straight ahead position. Apart from 
anything else this is, I think, a more natural 
position for the forearms, and one from which 
instantaneous movements can more easily be 
performed. 
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measuring up 


...to the standards of today 


Time is a relentless taskmaster—and yesterday’s innovation is merely 
the commonplace of to-day Contemporary medicine, for instance 
regards the antibiotics as a very real necessity—and the physician 
rightly demands consistently good results from the antibiotic of his 
choice So it is that more and more doctors have come to rely on 
\CHROMYCIN tetracycline, for here is the antibiotic that measures up 
to the exacting standards of the day Quick to earn its place in the 
forefront of antibiotics, AcHRomycin has now firmly established 
its pre-eminence To the physician it offers unsurpassed scope in 


antibiotic therapy ... to the patient it promises the finest assurance 


of swift, uneventful recovery. 


ACHROMYCIN 


TETRACYCLINE 


AcHROMYCIN (efracycline ts available in the llouing forms 

acHeeonmvornm 
CAPSULES . TABLETS . SOLUBLE TABLETS . EAR ° 
SOLUTION . INTRAMUSCULAR . INTRAVENOUS i 
OINTMENT 34 : OPHTHALMIC OINTMENT f 
OPHTHALMIC STERILIZED . ORAL SUSPENSION t 
PEDIATRIC DROPS . SPERSOIDS®* Dispersible Powder ; 





SYRUP ° FROCHES ; 
* Regd. Trade Mark entrBrotre 


LEDERLE LABORATORIES DIVISION 


( foderie } (yanamid /hoducts Lid. BUSH HOUSE, LONDON, W.C.2. TEMPLE BAR 5411 
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“ Precisely, Mr. Baxter 


. that puts the matter in a nutshell. One can say that I.Z.S. is the 
insulin of the moment . . . particularly for a new diabetic. The thing 
to remember, gentlemen, is that I.Z.S. seems to have it both ways, so 
to speak. It gives you a rapid initial response, yet the one injection 
will usually control the blood sugar level adequately for up to 24 hours. 
This, as you will find, is a great advantage to your patient. There are, of 
course, a few patients who benefit more from a modification of 
the standard I1.Z.S. In such cases, you can vary the proportions of the 
different forms of I.Z.S. in the injection. If you consider that quicker 
initial action is desirable, the patient can use more I.Z.S. amorphous 
in his syringe, or alternatively, add more I.Z.S. crystalline to prolong 
the effect of the injection. Any other questions ?” 


I.Z.S. A.B. Vials of 10 c.c. > 


; 2 7 a> 

40 or 00 units per co nsulin tS) 

I,Z.S. (Amorphous) A.B. Vials e A, 
of 10c.c. 40 units per c.c. 7 il Inc — 


1.Z.S. (Crystalline) A.B. Vials 


of 10c.c. 40 units perc.c. “Suspension AB. 


Joint Licensees and Manufacturers > 


ALLEN & HANBURYS LTD THE BRITISH DRUG HOUSES LTD 
LONDON E2 e LONDON Ni 
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it’s uphill work 





es ° ANALYSES 
+++. Faising premature infants SPECIAL HALF CREAM 
Dry Food Reconstituted 
Food (! in 8) 
Ww v j Fat 16.5 2.19 
e os e made a study of this particular line of ee ey: yr 
in j Vv Lactose 438 5.5 
fant feeding and are proud of the help we have = en Pre 7 a3 
been able to give at a crucial stage to many Momture 2.5 87.7 
Calorific value 
healthy citizens who started life sooner than per oz 129 16.1 
per 100 grms. 457 57.1 
Nature intended. Vitamin D per oz 320 iu 
per pint 800 i.u 
For those who favour a High Protein diet, Calcium —_ per oz 260 mgms 
Phosphorus per oz 200 mgms 
we have Special Half Cream. Iron per oz 1 mgm 
— FRAILAC 
Frailac, a steady favourite in this field, is still on 
; ; : Food (! in 10) 
being widely used by those who favour a high me ney eee 
Protein 15 12 
percentage of sugar. —— as ¥ 
Cane Sugar 55.5 5.5 
Mineral Salts 3.0 0.3 
Full details of all our products with Moisture 1S 90.2 
Calorific value 
indications and analyses are given in our per oz 128 12.8 
per 100 grms. 454 45.4 
Medical Handbook, obtainable from our Vitamin D per oz 320 i.u. 
per pint 640 iw 
Medical & Research Department. Calcium _— per oz 110 mgms 
Phosphorus per oz 85 mgms 
534! 
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*WYOVIN’ 


ATROPINE-LIKE ACTION WITHOUT MYDRIATIC 










OR SALIVARY SIDE EFFECTS 





TO CONTROL HYPERMOTILITY AND PAIN 
in peptic ulcer 


The use of atropine or belladonna to quieten gastric movements 

and “‘hunger pain” in the treatment of peptic ulcer has hitherto been 
complicated by blurring of vision and dryness of the mouth. 
*‘WYOVIN’, the new Synthetic anti-spasmodic, exhibits the smooth 
muscle relaxant effects of atropine to the full, without visual 


or oral disturbance. 


‘ 





10 mg. tablets available in 
bottles of 50 and 250. 


*‘WYOVIN’ 
(Wyeth) Trade Mark 
DICYCLOMINE HYDROCHLORIDE 


John Wyeth & Brother Limited, 
Clifton House, Euston Road, London, N.W.1 ——- 
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a conventional analgesic 
cream formula and add 


® a powerful vasodilator (0:: 


and you have 


a superior analgesic 


thermona 


A new development for the relief of pain 
in the group of conditions covered by the terms 
* muscular rheumatism’ or ‘ fibrositis ’. 


The vasodilator DILATAL (1-(p-hydroxypheny])- 
2-(I’methyl-3’-phenyl-propylamino)-propanol-(1 
hydrochloride): a highly vaso-active substance 
which, when given systemically, produces an 
increase in both muscle circulation (1) and cardiac 
output (2) and gives rise to a prolonged hyper- 
aemia of the deep tissues. 
The analgesic PROPYL SALICYLAMIDE: an 
analgesic more powerful than other derivatives 
of salicylamide and salicylic acid (3 

Methyl nicotinate, a superficial rubefacient, 
facilitates the absorption of the other active 
substances through the skin and reinforces the 
effect of Dilatal. Similarly glycol salicylate adds 
to the analgesic effect of propyl salicylamide. 





THERMONA contains the following ingredients 


0.3% Dilatal, 1. methyl! nicotinate, $.0° 
propyl! salicylamide, 10.0%, glycol salicylate, 
83.7 vanishing cream base 


THERMONA is available in tubes containing 
20 G. (approx.). It is prescribable on N.H.S 
form E.C.10 
references 1 KreislForsch. 1954, 43, 756 
2 Angiology 1954, 5, 314 
3 J. Pharmacy & Pharmacol. 1952 
4, 872 


“™', Further information from 
iSéN: Smith & Nephew Ltd., 
a Welwyn Garden City, Herts. 
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Do vou 


ever see 


patients like 


this one? 














Grace has two married children. After years of fussing over 


them she is left with comparatively little to do or think about. 
\ succession of between-meal snacks garnish her day like slices of 


lemon down the back of a cold salmon. Her weight increases 


slowly but steadily 

You can help patients of this type with ‘ Dexedrine Spansule 
capsules. One ‘ Dexedrine Spansule’ capsule, taken in the morning, 
controls appetite all day long, between meals as well as at 

mealtimes helping to eliminate the succession of sweets and 
snacks that contribute so heavily to weight gain 


Dexedrine — 


Spansule FS 


brand of sustained-release capsules 


A For cost V.H ve latest M. & J. list sent out November, 19 
SMITH KLINE & FRENCH INTERNATIONAL CO 


represented by Menley & James, Limited, Coldharbour Lane, London, 8.E.5 
BRIxton 7851 








Samples and literatu eon request trine’ and ‘Spansu ° a7 
Obvtainable in the Repub * Brit. Pat. N 715,30 
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New research on 
Procidets proves 
their amazing 
effectiveness 
in the treatment 
of streptococcal 
and other 
throat infections 
Newly evolved techniques have 
convincingly established the value 
of PROCIDETS in practice 

It has been demonstrated that 
four Procidets sucked in succession 
destroy most of the bacteria and 
fungi in the mouth. 


Procidets are fully 
against bacterial and fungal 


effective 


infections of the throat and mouth 
and clinical trials on hundreds of 
casesof severe tonsillitis, pharyngitis 
and stomatitis resulted in 95% 
cures in 48 hours. 

Procidets contain no antibiotic. 
They are non-toxic and cannot 


build up resistant strains 


Each 1 gramme lozenge contains 


Cetyl Pyridinium Chloride «™e 
Sodium Propionate B.P.C. 100 mg 
Benzocaine B.P. 5 mg 


= 


7 
HN: 


Hint 


Cartons, 18 lozenges, metal foil sealed pack 
Retail price 2/5 (incl. P./tax). 

Basic N.H.S. cost 1/4 per carton 

Also available dispensing pack 498 lozenges fer 
N.H.S. patients. PROCIDETS preseribable 
on Form ECro. 

Classification eategory 3/4 





Procidets 


v Penieillin 


Combarative effect on ORAL BACTERIA 





Before 


These photographs ar 
showing the dramati 


After 1 Procidets 


\ \ 
j 
: 
\' 


After 4 Procidets 


¢ of representative plates 
c action of Procidets in 


comparison with Penicillin Lozenge B.P. 





After 1 


Lozenge B.P. 


PY.QOULUOUQ0( 0001410072 AMIS OMA A RRL AL0 


( Procidets } 


[— 


HARKER STAGG 





Penicillin After 4 Penicillin 


Lozenges B.P. 
IULAONONPN IAAL ENAL HU UVOATTCOELVOLPEN AUTRES Tc 
Literature 
and samples 
on request 
LTD - LONDON E.1 


Stepney Green 2022 
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DISCRIMINATE use of nasal 






decongestants for the symptomatic 
relief of catarrhal conditions of the upper 
respiratory tract is now firmly established in modern therapy. 
The choice of preparation is important—the aim being to 


combine maximal efficiency with safety. FENOXx has 






been formulated to meet the basic requirements 


FENOX 


NASAL DROPS 


of the ideal nasal decongestant. 





Basic N.H.S. Price 4 fl. oz 
Dropper Bottle 1/8d. 





FORMULA: Phenylephrin Hydrochior. 0.25% 
Naphazolin. nit. 0.025 Chlorbutol. 0.5% 





Patients’ directions pads and detailed literature on request. 


BOOTS PURE DRUG CO. LTD. NOTTINGHAM ENGLAND 
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A New 
ASTHMA 
THERAPY 








SPEEDY AND LONG LASTING 
ACTION COMBINED 


The “ two-phase” therapy provided by ISO-BRONCHISAN sets new 
standards of efficiency in asthma control. Outer layer of the tablets consists 
of Isopropyl-Nor-Adrenaline—a potent bronchodilator well absorbed by the 
sublingual route. When the tablet is placed under the tongue, this layer 
dissolves and symptoms are promptly relieved. Swallowing of the tablet’s 
nucleus presents its content of Ephedrine and Theophylline for slow absorption 
by the alimentary route—so maintaining and prolonging the antispasmodic 
action on the bronchial smooth muscle. 

Each tablet contains Isopropyl -Nor- Adren- 
aline (Isoprenaline) sulphate gr. ¢; Ephedrine 


hydrochlor gr. 2/5; Theophylline gr. 2. In 
IMMEDIATE RELIEF tubes of 20 tablets and bottles of 100 tablets. 











Cam 
a, 


iso - BRONCHISAN 


Prescribable on Form E.C. 10 





PROLONGED ACTION 


Silten Limited + Silten House ¢ Hatfield * Herts * England 











XCVIII THE PRACTITIONER 





The key 
to successful 
peptic ulcer 


treatment 


NULACIN 


NULACIN effectively controls gastric acidity. The value of Nulacin in the treatment of 
peptic ulcer and the prevention of relapse has been confirmed by clinical studies in Great 
Britain, Australia, the U.S.A. and India. Nulacin tablets are palatable and convenient. 


MtsTInG «6f 4 


oct -$_$ # w tf if ft owt aba} wat INDICATIONS 

Ll j1it)-) NULACIN tablets are indicated whenever neutralization 
of the gastric contents is required: in active and quiescent 
peptic ulcer, gastritis, gastric hyperacidity. 

Beginning half-an-hour after food, a NULACIN 
tablet should be placed in the mouth and allowed to 
dissolve slowly. During the stage of ulcer activity, up to 
three tablets an hour may be required. For follow-up 
treatment, the suggested dosage is one or two tablets 
between meals. 

NULACIN tablets are not advertised to the public, 
have no B.P. equivalent and may be prescribed on E.C.10. 
The dispensing pack of 25 tablets is free of Purchase Tax. 
GASTRIC ANALYSIS Superimposed grue/ (Price to pharmacists is 2/-.) Also available in tubes of 12. 
fractional test-meal curves of five cases of NULACIN tablets are prepared from whole milk com- 
duodenal ulcer bined with dextrins and maltose, and incorporate 
Magnesium Trisilicate 3.5 grs.; Magnesium Oxide 2.0 








mesTnG «fb le : Se sot 4? : 
; a 3 4 tw 18 13 14 Dw 24 25 25 Se 3 . . 
wae 5 , ee ea § ‘3 grs.; Calcium Carbonate 2.0 grs.; Magnesium Carbonate 
uA abe: ES Se Se ee Ge ).5 ers.: . 
oot 227) + PrutR ete 4 0.5 grs.; Ol. Menth. Pip. q.s. 
+ ttt tt |=NULACIN is available throughout the British Common- 


00( 79 2) 4 — 4 + 





4 wealth, in the U.S.A., and many other countries, It is known 
as NULACTIN in Canada and Sweden. 
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I§ years of clinical opinion 


supports the use of vaginal tampons 


oe 








healthy conditions 
are maintained and the risk 


of infection minimised 


Vaginal tampons, besides encouraging a greater sense of personal 
freedom, help to maintain optimum healthy conditions during the 
menstrual period. Over the past 15 years many research workers 
have found that tampons produce no appreciable change in the 
bacterial flora of the vagina.” The vaginal pH and the glycogen 
content of the epithelial cells remain within normal limits (1-4 
One authority (1) found that the internal tampon does not act 
as an irritating foreign body and is in no way prejudicial to health. 
Another (2), investigating nurses between the ages of 18 and 21, 
came to the conclusion that tampons are suitable for use by 
unmarried as well as married women. They give rise to no 
irritation or infection of the vagina or cervix, and help to avoid 
contamination by micro-organisms from the rectum. 
Intelligently used, vaginal tampons represent a decided advance 


in feminine hygiene. They may be recommended with confidence. 


REFERENCES: 
1. British Medical journal. «9s2). +. 24 3. Clin. Med. Surg. wean. 46, 9299. 
2. West J. Surg. Obstet nae 1943). 61. 160. 4, Amer. ]. Obstet. Grrnaec. 1949). 46. 299. 


AMPAX 


ISSUED BY THE MEDICAL DEPARTMENT, TAMPAX LIMITED, BELVUEL ROAD, NORTHOLT REENFORD, MIDDLESEX 
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... the virtues of 


LUCOZADE 


It is realised that the doctor judges Lucozade from 























two viewpoints. He agrees with its use in the 
sickroom. He also, personally, finds it a most 
palatable drink. This palatability of Lucozade 
provides a long-sought answer to a long-standing 
problem... acceptability. The subtle balance 
between flavour, sparkle and liquid glucose 
content provide s nourishment in a torm 
acceptable even to the feeblest digestion ; 
nourishment retained and assimilated. 
Doctors have been kind enough to tell 

us of many conditions which have 

respond d favourably, quic kly, to 
Lucozade. Bedside lockers bear 
testimony to the confidence it 
inspires. And many doctors 
have discovered tor them- 
selves the virtues of a 
glass of Lucozade 
when they return atter 


a hard round of work, 


LUCOZADE 


the sparkling glucose drink 


REPLACES OST ENERGY 
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FSew severe 


a gastric irritant 


IS 


aspirin P 


Cl 


FURTHER RESEARCH has now been done into the irritant effects of aspirin 
upon the gastric mucosa. A detailed report on this work appears under 
the heading **Aspirin and Ulcer” in the B.M.J., July 2, 1955. 

The summary of the discussion appended to this report is as follows: 


“Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


Here is a further extract from the 





report : 

“In conclusion it is suggested that aspirin should 
never be given to patients with peptic ulcera- 
tion, or indeed to those who have any gastric 
intolerance to it, however mild. Such an in- 
struction should be given a prominent place in 
peptic ulcer advice charts, usually in place of 
much that could be safely left out. Some of 
these patients took aspirin on a full stomach 


only in powder form, with serious results, and, 


although this method almost certainly miti 
gates its irritant effetts, it does not guarantee 
immunity, Calcium aspirin does not have this 
irritant action unless it has deteriorated through 
standing, and it can be used with impunity, 
especially if prescribed in soluble form. This 
simple measure would, in our opinion, cut down 
significantly the incidence of haematemesis and 


exacerbations of ulcer symptoms.” 


SOLPRIN provides calcium aspirin in pure and stable form. 


copDis is a compound tablet that pro 


ides codeine and 


phenacetin and calcium aspirin, in place of the 


ordinary aspirin in Tab, Codein, Co, B.P 


Neither SOLPRIN nor CODIS is advertised to the public. 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT. HULL) 
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du MAURIER 
the filter tip 
cigarette 


CORK TIP IN THE RED BOX 


PLAIN TIP (MEDIUM) IN THE BLUE BOX 
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The Medical Service of the Royal Navy 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of 3 years, on termination of 
which a gratuity of £450 (tax free) is payable. (Longer S.S. Commissions can be obtained, 
as an alternative of 4 years duration with gratuity of £600 (tax free) ). 
tunity is granted for transfer to Permanent Commissions on completion of one year's 
total service. Officers so transferred are paid instead a grant of £1,500 (taxable). 

All entrants are required to be British subjects, whose parents are British subjects, 
to be medically fit, and to pass an interview. 

Full particulars from the Admiralty Medical Department, Queen Anne's Mansions, 


Ample oppor- 
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NEUTRAPHYLLINE 


7-(2:3-Dihydroxypropyl) theophylline 
A soluble, stable and neutral theophylline derivative 


Compared with theophylline, NEUTRAPHYLLINE 
is more soluble, less toxic, acts more rapidly, does 
not excite the patient or interfere with sleep, and has 
no chemical compatibilities, 








The more significant indications for NEUTRA- 
PHYLLINE are :— 
1.—Where relief from Vascular Spasm is required— 


Coronary Insufficiency, Bronchospasm, 
Biliary and Renal Colic. 


2.—Where Diuresis is required— Cardiac and 
Renal Oedema. 
Acts rapidly when given by mouth and is painless 
when injected intramuscularly. 





NEUTRAPHYLLINE is available in tablets, am- 
poules for intramuscular and intravenous injections 
and in suppositories for Adults and Infants. 
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choice of approach 


When the decision has been made for sedative or expectorant 
therapy in the management of cough, appropriate selection may be 
made from Allen & Hanburys outstanding cough preparations— 
ETHNINE, a sedative elixir, or PIRITON Expectorant Linctus. 


ETHNINE. The employment of 
pholcodine as the active ingredient 
in Ethnine renders this preparation 
an effective cough sedative for the 
suppression of exhausting and 
harmful unproductive cough in 
children and adults. 


ETHNINE 


Bottles of 4 Guid ounces and 2 litres comtainine 
4mg. PHOLCODINE (morpho linyiethy morphine) 
ip each teaspooafu) 4¢ c¢) 





PIRITON Expectorant Linctus. 
This carefully chosen combination 
of an improved antihistaminic 
with expectorants is unsurpassed 
in therapeutic activity, where a 
stimulant expectorant linctus is 
indicated 


for expectorani f 
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EXPECTORANT YCTUS 
Bottles of 4 Guid cunces and 2 litres o otaming 


2 mg. PIRITON (chiorprophenpyridamine) maiate 
im cach teaspoonful (4 cc) 
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